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(phenoxyethy! penicillin potassium) 
A dosage form to meet the individual requirements of patients of all ages in home, office, clinic, and hospital: 


Syncillin Tablets — 250 mg. (400,000 units)...Syncillin Tablets — 125 mg. (200,000 units) 
Syncillin for Oral Solution — 60 ml. bottles — w what reconstituted, 125 mg. (200,000 units) per 5 ml. 
Syncillin Pediatric Drops — 1.5 Gm. bottles. Calibrated dropper delivers 125 mg. (200,000 units) 


Complete information on indications, dosage and precautions is included in the circular accompanying each package. 
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...A SIGNIFICANT MAJOR ADVANCE IN 
THE MANAGEMENT OF TINEA CAPITIS.’ 


— GRIFULVIN 


1, Griseofulvin 


= FIRST ORALLY EFFECTIVE AGENT IN RINGWORM 


2 WELL TOLERATED «+ OBVIATES NEED FOR X-RAY EPILATION 
* USUALLY CLEARS SCALP RINGWORM WITHIN 4 TO 6 WEEKS 


Dosage: Adults— 250 mg. q.i.d. or 500 mg. b.i.d. Children—According to weight, 
250 mg. to 1.0 Gm. daily, in divided doses. 


Supplied: new 500 mg. scored yellow tablets, bottles of 20 and 100; and 
250 mg. scored aquamarine tablets, bottles of 16 and 100. 
*Newcomer, V. D., et al.: A.M.A. J. Dis. Child. 99:585, 1960. 
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VITAMIN C CALLED ESSENTIAL 
TO SKIN WOUND HEALING 

Vitamin C is necessary for collagen 
formation in healing skin wounds but 
not for production of collagen in nor- 
mally growing intact skin. 

This answer to the long-standing 
question about the role of ascorbic 
acid in collagen biosynthesis is sug- 
gested by Drs. Georg Manner and Ber- 
nard S. Gould of the Massachusetts 
Institute of Technology. 

The Cambridge investigators base 
their conclusion on experiments with 
guinea pigs, the standard Vitamin C 
test animal. Two groups of newborn 
animals — one made scorbutic by 
deprivation — deposited equivalent 
amounts of collagen in the skin during 
a month’s observation. 

Then two other groups of animals 
were studied: one was made scorbutic, 
the other was not. Both groups were 
given skin wounds. The non-scorbutic 
controls synthesized enough collagen 
for healing, but the scorbutic ones did 
not. In fact, the rate of collagen pro- 
duction in the scorbutic animals was 
85 per cent less than that of controls, 
the two researchers told a New York 
Academy of Science conference on 
Vitamin C. 


CARDIAC CATHETERIZATION IN 
INFANTS WITH HEART DISEASE 


Diagnostic cardiac catheterization, 
until recently restricted to older chil- 
dren and adults, can and should be 
used among even the smallest infants, 
according to Drs. Henry T. Lang and 
Ralph Berg, Jr., of Spokane, Wash. 

Among 515 recent catheterizations 
they have performed, 50 were in in- 
fants ranging from five weeks to two 
years, weighing 6.5 to 23 pounds. All 
infants were seriously ill, with cardio- 
megaly and increased or decreased 
pulmonary vascularity. All had under- 
gone a variety of procedures in at- 
tempts at diagnosis. 

On the basis of the catheterization 
studies, 13 infants underwent closed 
heart surgery, and eight, open heart 
surgery. There were six operative 
deaths, five among the open heart 
group. This mortality, the team said, 
is “not necessarily high.” And while 
there is a risk in the catheterization 
procedure, it was the cause of death in 
only one of their 515 cases. 


LATE MEWS 


“Our study suggests accurate as- 
sessment of the patient’s diagnosis and 
clinical status should lead to early op- 
erative intervention in the sickest in- 
fants who cannot be tided over on 
medical management alone,” Drs. 
Lang and Berg say. “Techniques can 
be adapted to the smallest infants, and 
the risk of cardiac catheterization in a 
well-controlled procedure is not great.” 

The reason for attempting such pro- 
cedures is the high mortality of cardiac 
disease in the very young, they added, 
citing a study which showed that 94 
per cent of 1145 infants and children 
dying of congenital heart disease died 
during the first year of life and, of these, 
56 per cent had cardiac abnormalities 
correctible by existing techniques, the 
Spokane physicians told the Washing- 
ton State Medical Society. 


SMALL BOWEL VIEWED IN 
ONE-HOUR EXAMINATION 





BARIUM pinpoints carcinoma in jejunum. 


A technique for the rapid physio- 
logic forcing of barium through the 
small intestine has been developed 
to permit visualization of entire small 
bowel and colon in one hour. 

Dr. Joseph L. Morton of St. Vin- 
cent’s Hospital, Indianapolis, has 
used the technique on several thou- 
sand patients in the past 10 years. 

The accelerated movement of bar- 
ium through the tract often uncovers 
such unexpected lesions as intermittent 
subclinical obstructions, tumors of 
solid organs, aneurysms and other in- 
traperitoneal and extraperitoneal le- 
sions outlined by the intestine, cecal 
area lesions, congenital bands and 


webs and internal hernias that can by 
missed by good clinical examiners 
Ulcers, however, are harder to spo) 
with this method. 

Using 70 grams of suspended bar. 
ium in 200 cc of cold water, D; 
Morton first makes the standard up. 
per GI tract examination. As soon a 
it is completed, he gives the patient 
a glass of ice cold tap water with 
table salt, and a second glass of water 
15 minutes later. 

Thirty minutes after the stomach 
examination, the small bowel js 
briefly fluoroscoped, abnormalities 
that may require further studies are 
noted, and a film is made. In about 
third of the patients the barium will by 
then have reached the cecum and the 
examination is terminated. When the 
movement is slower, another glass of 
saline is given and the patient ex- 
amined again 15 to 30 minutes later 
Patients with a slow movement of 
barium are evaluated for the cause 
of delay. 


BRITISH MD PAY SCALE UP— 
‘MERIT’ RAISES ARE SHELVED 

British doctors are finally going t 
get that pay boost they asked for back 
in 1956. The increases recommended 
by the Royal Commission—it has been 
studying physicians’ economic prob- 
lems for three years—have now beet 
OK'd by the British Medical Associa- 
tion. The 42,000 GPs and consultant: 
working under National Health Serv- 
ice regulations will receive a raise a 
of Jan. 1. 

Here’s how the new pay scale 
shapes up: Physicians who are full- 
time hospital consultants will be paid 
—depending on age and experience— 
$7,140 to $10,920 a year. Genera 
practitioners will receive $960 more 4 
year, boosting their annual average it- 
come to about $6,790, exclusive of it- 
come from private practice or Govert- 
ment contributions to physician retire: 
ment funds. The cost to Britain’s taX- 
payers will be $32,200,000 a year. 

A controversial Government pr 
posal to earmark $1,400,000 for 
awards (up to $2,800) to GPs of “out- 
standing merit” was sidetracked fol 
consideration at some future date. The 
reason: Nobody has yet figured ov! 
how “merit” in a physician is to be de 
termined. 
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NASAL SURGEON MUST SHINE 
iN HIGH ESTHETIC LINE 

A nose is a nose is a nose—but it 
must be tailored to fit, warns a New 
York plastic surgeon. 

In cosmetic rhinoplasty, says Dr. 
Gustave Aufricht, a nose copied from 
a picture, for instance, may “stand 
out on the face as an alien feature.” 

Since nasal restyling changes the 
look of the entire face, Dr. Aufricht 
advises surgeons to study prospective 
patients when they are smiling and in 
repose. They should also note how 
shortening of the nasal tip or removal 
of a hump may affect other features. 

“Cosmetic rhinoplasty is more art 
than surgery. The surgeon must be 
trained sufficiently in technique to be 
able to concentrate on the esthetic 
task, much like a musician who does 
not watch his fingers on the keyboard.” 


BLOOD GROUP MYTHOLOGY’ 
CHALLENGED BY EXPERT 

Lack of knowledge and objectiv- 
ity on the part of investigators in 
blood typing has created a modern 
“blood group mythology” that threat- 
ens to become entrenched in literature. 
So charges world-renowned serol- 
ogist Dr. Alexander S. Wiener, head 
serologist in the office of the New York 
Medical Examiner and co-discoverer 
of the Rh factor. He is particularly 
critical of “Fisher’s synthesis,” the 
CDE/cde blood groupings “created 
from thin air by a mathematical meta- 
physician.” 

The use of CDE nomenclature, 
says Dr. Wiener, can lead to false ex- 
clusions of parentage in medicolegal 
cases, because it does not take into 
consideration the existence of newly 
found blood factors (18 of them, in- 
stead of the six in the CDE set). Yet, 
he says, “there is hardly any doubt that 
this tommyrot will continue to be 
taught behind the CDE iron curtain 
for a long time to come.” 

Dr. Wiener also blames “the intru- 
sion of mathematicians” for the claim 
of association of certain diseases with 
particular blood groups, i.e., duodenal 
ulcer with group O, carcinoma of the 
stomach, Addison’s anemia and sali- 
vary gland tumor with group A. 

Says Dr. Wiener: “The knowledge- 
able serologist approaches the study 
of associations with quite a different 
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attitude from that of the mathemati- 
cian.” If the a priori likelihood of an 
association appears very small, the 
serologist can remain unimpressed by 
statistical deviations, while the mathe- 
matician, “who reasons from igno- 
rance, draws sweeping conclusions 
from deviations at the five per cent 
level. Most available texts are replete 
with misinformation and are written 
in such misleading fashion as to leave 
the reader with many serious miscon- 
ceptions.” 


NEW DEVICE MEASURES 
PRECISE RADIUM DOSAGE 

A new “Radium Applicator” which 
allows over 200,000 different combi- 
nations of radiation dosage, offers the 
opportunity for more precise therapy 
in cervical cancer, a St. Louis radiol- 
Ogist says. 

Dr. Edwin C. Ernst and his three 
physician-sons, Drs. Edwin C., Jr., 
Roland P. and Richard E., describe 
their new apparatus as a “single-unit, 
cervico-uterine instrument primarily 
designed to hold multiple expanded 
vaginal and three uterine radium 


sources in rigid configurations. With 
nine chambers and four choices for 
the contents of each chamber, there 
are 262,144 different ways of loading 
the applicator. 


CIGARETTE SMOKING NOT A 
MAJOR CAUSE OF LUNG CANCER 
Cigarette smoking is only one of the 
factors, and not the main one, respon- 
sible for the rising rate of lung cancer, 
a South African physician told the 6th 
International Congress on Diseases of 
the Chest, in Vienna. Dr. Geoffrey 
Dean said that as an emigrant to South 
Africa he had been surprised to find 
that though white South African men 
are far heavier smokers than men in 
Britain, the incidence of lung cancer 
in South Africa is only half the British 
rate. A ten-year survey of deaths con- 
vinced him that the difference simply 
depends on the air people breathe. 
The survey included these details: 
1) British immigrants in South 
Africa have a 44 per cent higher lung 
cancer rate than either those born in 
South Africa or immigrants from other 
CONTINUED 





ESTIMATED PREVALENCE OF (LEGAL) BLINDNESS BY CAUSE 




















CAUSE OF BLINDNESS ae ell Baa Ae el | 
INFECTIOUS DISEASES 21.2 9.7 
ACCIDENTAL INJURIES 8.8 4.9 
POISONINGS 5 2.7 
NEOPLASMS a 1.2 
GENERAL DISEASES 5.1 15.9 
PRENATAL CAUSES 9.5 13.5 
UNKNOWN TO SCIENCE 34.2 38.1 
(includes glaucoma and senile cataract) 
UNDETERMINED 20.0 14.0 
TOTAL CASES 230,000 339,000 ‘| 








Because of increased longevity and 
in spite of a better general level of 
health, blindness in the United States 
is now much increased over 1940, the 
Health Information Foundation says. 

The relative importance of various 
causes of blindness also has changed 
(see chart). Earlier in the century in- 
fectious diseases and injuries were 
among major causes. More recently, 
however, medical and surgical ad- 
vances and public health measures 


have provided some control over these 
factors. Today, the major destroyers of 
sight are the general diseases (espe- 
cially diabetes, arteriosclerosis, hyper- 
tension and nephritis) as well as cata- 
racts and glaucoma. 

This year some 356,000 persons 
(or two per thousand population) are 
considered legally blind; that is, the 
degree of corrected vision in their bet- 
ter eye is 20/200 or less, or they suffer 
from visual field constriction, or both. 











opens closed noses 


In common colds or allergies, 
anti-infective Biomydrin opens 
nasal passages in minutes... 
faster than oral decongestants 
..-Without causing tolerance or 
sensitization. And there’s no 
rebound congestion because 
Biomydrin’s penetrating muco- 
lytic agent permits use of only 
Y% the usual decongestant. 
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countries. Moreover, a much higher 
rate occurs in British immigrants who 
have settled in the larger cities. 

2) The highest rate of lung cancer. 
for the country as well as for British 
immigrants, occurs in Durban, “which 
has the most serious air-pollutiog 
problem in all of South Africa. Air 
pollution in Durban now compares 
with Kensington and St. Pancras jp 
London.” By 1956, lung cancer ac. 
counted for one-sixth of all deaths of 
British immigrants aged 45 to 64 years 
in Durban. 

3) Even the age at time of death in. 
criminated British air. Thus, British 
immigrants who died of lung cancer at 
an early age, between 45 and 54, had 
emigrated to South Africa at an ay- 
erage age of 30. Those who migrated 
at an average age of 24 lived longer, 
to between 55 and 64 years. 


MINIATURE ORGANS RECONSTRUCTED 
FROM CHICK EMBRYO CELLS 

An important step in the study of 
cellular differentiation and embryonic 
development has been taken by two 
Rockefeller Institute scientists. 

Professor Paul A. Weiss and A. 
Cecil Taylor enzymatically and me- 
chanically separated the cells of eight- 
to-14-day-old chick embryo organs, 
scrambled and “recompacted” the cells 
into a mass, and placed them on the 
chorioallantoic membrane of eight- 
day-old embryos. 

Nine days later, the scrambled 
masses were found to have reorgan- 
ized into tiny versions of organs from 
which the cells were taken. Drs. 
Weiss and Taylor report, for example, 
symmetrical kidneys with a cortex, 
medulla and pelvis-like cavity, about 
half a centimeter long; oval-shaped 
livers of approximately the same size 
with bile ducts and secretion, blood 
vessels and hematopoietic centers; and 
skin with feather buds and papillae. 

Previous experiments—notably by 
Dr. Aron Moscona, now at the Uni- 
versity of Chicago—had shown that 
cellular reorganization into organ 
parts was possible in a test tube. Now, 
Dr. Taylor’s and Dr. Weiss’s work 
shows that if a suitable environment is 
provided—that is, vascularity—evo- 
lution of random cells goes further. 

The experiments, say the Rocke- 
feller Institute team, provide “unex- 
pectedly” strong evidence in support 
of the theory that cells contain all the 
necessary potential for organization. 
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rTER FF THE PUBLISHE F 


| gongs issues of MEDICAL WORLD NEWS have reported on several 

of today’s important problems which affect the physician as a 
man of civic and moral responsibility. Among them: the shortage 
of doctors and medical students, Connecticut’s birth control law and 
the views of Nixon and Kennedy on health care legislation. 

Our article on Connecticut’s birth control law (Sept. 9) has 
evoked so many responses from physician readers that we are de- 
voting special space in this issue to a representative selection (see p. 
28). These letters underline an important fact about modern miedi- 
cal practice. In the care of his patient, every doctor must make many 
choices beyond those of diagnosis and therapy. Some of these 
choices, those which deal with principles, may be so profound that 
any decision he makes will be difficult. 

* 7 * 

Along with the heavy volume of mail on the birth control article 
came a letter from British physician David Lewis, who, in the small 
span of a single summer, has twice faced the full spectrum of physical 
and mental exposure that nature offers to the daring. You may re- 
member that Dr. Lewis came in third in this summer’s solo boat race 
from England to America. Early in September he set sail for England 
with several copies of MEDICAL WORLD NEWS aboard his sloop the 
Cardinal Vertue. From 59°10’N, 11°00’W, he writes us as follows: 

Am now approaching Herwich, Shetland Islands, where 
I will lay up the ship for the winter and get back to my 
practice as soon as I can. Writing some letters now before 
the hurry of the land catches up with me. 

First, I enjoyed reading the MEDICAL WORLD NEWS 
which you gave me. It is a most adult and responsible maga- 
zine and I like the way it presents the facts and is not dog- 
matic and “know all the answers’’— a pretense I {illegible}. 

Secondly, I think there is material in the log of this 
journey as the conditions have been quite different. Up 
here in the cold, the short days and aurora at night, there 
have been no less than seven gales since I left St. John’s. 

Anyway, I will write something when I get in... . 
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= more doctors are prescribing 
= more patients are receiving the benefits of 
= more clinical evidence exists for 
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“Ciiorothiazide was given to 16 . Our program has been one of “Chlorothiazide is an excellent agent}, chlorot! 
patients for a total of 295 patient- polypharmacy in which we attempt for relief of swelling and breast sore- ically de 
treatment days.” “Chlorothiazide is to deplete body sodium with chloro- ness associated with the premen- biersally 
a Safe, oral diuretic with a clinical thiazide. This drug is continued in- strual tension syndrome, since all resent t 
effect equal to or greater than a definitely as background medication patients [50] with these complaints bregnanc 
parenteral mercurial.’ Harvey, S. D. for all antihypertensive drugs.” were completely relieved.” Keyes,Jy and | 
and DeGraff, A. C.: N. Y. State J. Moyer, J. H.: Am. J. Cardiology, J. W. and Berlacher, F. J.: J.A.M.A, Bey 59-66 
Med., 59:1769, (May 1) 1959. 3:199, (Feb.) 1959. 169:109, (Jan. 10) 1959. | 
DOSAGE: Edema—One or two 500 mg. tablets SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL 
DIURIL once or twice a day. Hypertension— (chlorothiazide) in bottles of 100 and 1,000. 
One 250 mg. tablet DIURIL twice a day to DIURIL is a trademark of Merck & Co., INC. 
one 500 mg. tablet DIURIL three times a day. Additional information is available to the physician on request. 
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ie hundred patients were treated with 
F! chlorothiazide.” “In the presence of 
nically detectable edema, the agent was 
wwersally effective.” ‘“Chlorothiazide is 
present the most effective oral diuretic 
pregnancy.” Landesman, R., Olistein, 
N. and Quinton, E. J.: N. Y. State J. 
bi, 59:66, (Jan. 1) 1959. 


Ovember 4, 1960 














E 


® 


























(CHLOROTHIAZIDE) 





in cirrhosis wath ascites 


\If 
L&) 


“All three of the patients with Laen- 
nec’s cirrhosis, ascites and edema 
had a favorable response, with a mean 
weight loss of 8 Ibs., during the five- 
day treatment period with a slight 
decrease in edema.” Castle, C. N., 
Conrad, J. K. and Hecht, H. H.: Arch. 
Int. Med., 103:415, (March) 1959. 
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an for all other diuretic-antihypertensives combined! 





2 W 
in “yh 
} 


2%) 
“In a study of 10 patients with the 
nephrotic syndrome associated 
with various types of renal disease, 
orally administered chlorothiazide 
was a successful, and sometimes 
dramatic, diuretic agent.” Burch, 
G. E. and White, M. A., Jr.: Arch. 
Int. Med., 103:369, (March) 1959, 
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What does high “ABA” 
mean to you? 


High serum levels of antibacterial activity 
mean fewer treatment failures in severe in- 
fections or in infections only marginally sen- 
sitive to penicillin. In other words, high 
“ABA” means... 


consistently dependable 
clinical results 


V-CILLIN K 


(penicillin V potassium, Lilly) 


intense antibacterial activity 


V-Cillin K produces greater antibacterial ac- 
tivity in the serum against the common patho- 
gens than any other oral penicillin.!-° 


unsurpassed safety 


No form of penicillin has been shown to be less 
allergenic or less toxic than V-Cillin K.445 


proved clinical effectiveness 


Documented experience with penicillin V and 
potassium penicillin V demonstrates the clini- 
cal excellence of V-Cillin K.*-29 


Now at lower cost to your patient 
Prescribe V-Cillin K, in scored tablets of 125 
and 250 mg., or V-Cillin K, Pediatric, in 40 
and 80-cc. bottles. 


AS AER ELIE ES A TE EAE 
ELI LILLY AND COMPANY 


INDIANAPOLIS 6, INDIANA, U.S.A. 
033306 
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= Armed forces may call up 500 MDs this spring 
' s LJ ¥ LO © K = Anti-hypertensive study re-evaluates reserpine 


Some 30 American doctors of the future will spend part of next year studying medi- 
cine in remote areas of the world. They'll be picked by a com- 
mittee of the Association of American Medical Colleges from 
among third- and fourth-year medical students. The foreign fel- 
lowships set up by Smith Kline & French Laboratories are 
designed ‘‘to acquaint the student with problems not generally 
seen in this country, to introduce him to physicians working 
where facilities are limited.”’ 





Will Egypt’s giant Aswan dam create a vast breeding ground for malaria? Doctors in 
the area are saying it may invite an invasion of Anopheles 
gambiae, thus undermining the effectiveness of the entire proj- 
ect. In an effort to stop the trouble before it starts, Egypt is 
mobilizing a great anti-malaria task force—some 2,000 doctors, 
engineers and technicians. 


Several hundred physicians now in civilian practice may be drafted into the Army, 
Navy or Air Force by next July 1. The Defense Department an- 
nounces that it may call up some 500 MDs by mid-year. Reason: 
Not enough residents and interns have been volunteering to fill 
the Armed Forces’ needs. 


The cost of prescription drugs in Great Britain will continue to rise in spite of compli- 
cated Government controls designed to hold Rx prices down. 
That’s the conclusion of a House of Commons committee sur- 
veying drug costs under Britain’s National Health Service. Key 
committee finding: Though the total number of prescriptions 
has declined slightly during the past three years, their cost has 
increased about 8 per cent. 


First results of a continuing Veterans Administration study of anti-hypertensive drugs 
indicate that reserpine and hydralazine combinations are more 
effective than reserpine alone for patients with mild to moder- 
ately severe hypertension. With moderately severe high blood 
pressure, the combination is also “better tolerated than and 
about as effective as reserpine plus ganglion-blocking drugs.”’ 
The study, the nation’s first large-scale controlled test of newer 
antihypertensives, is going on at eight VA hospitals and in- 
volves 320 patients. 
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BREAST CANCER 
RECURRENCES CUT 


First report on national study shows combination of radical 
mastectomy and THIO-TEPA reduces recurrence rate almost 50% 


Fer one event-packed week, the na- 
tion’s leading surgeons, crowding 
San Francisco, exchanged experiences 
and described their latest techniques at 
the annual meeting of the American 
College of Surgeons. 

Out of a welter of 257 papers and 
dozens of lengthy symposiums came 
these significant reports: 

) The first indication of an encourag- 
ing drop in tumor recurrence rates in 
breast cancer patients given specific 
chemotherapy at the time of radical 
mastectomy. 

» Two new approaches to anastomo- 
ses of vessels as narrow as an ordinary 
book match, which open the possibility 
of more sophisticated cerebral artery 
and cardiovascular surgery. 

The breast cancer report assumed 
considerable importance because, 
though preliminary, it is the first to 
come out of the three-year nation-wide 
statistical study of cancer chemother- 
apy in conjunction with surgery. It was 
given by Dr. George E. Moore, Ros- 
well Park Memorial Institute, Buffalo, 
who is national chairman of the study 


involving some 39 institutions, univer- 
sities and hospitals. 

Of 3,000 patients with five cate- 
gories of cancer, the investigators 
picked 590 women (430 postmeno- 
pausal and 160 premenopausal) who 
subsequently underwent radical mas- 
tectomy in 23 medical school teaching 
hospitals. 

In a double-blind study, three doses 
of triethylenethiophosphoramide 
(THIO-TEPA Lederle) were given 
intravenously—.2 mg/kg at the time of 
mastectomy and .2 mg/kg on the sec- 
ond and third postoperative days—to 
half of the patients in each group. The 
remaining half served as controls. 


Results with THIO-TEPA 

After careful evaluation at Roswell 
Park the results: 95 per cent of the pre- 
menopausal group treated with TH/O- 
TEPA showed no evidence of recur- 
rence over a 26-month period. In con- 
trast, the control group showed a 54 
per cent recurrence. 

There was also a wide spread be- 
tween treated and non-treated post- 


menopausal patients: 89 per cent of 
the THIO-TEPA group remained free 
of cancer for the 26-month period 
while only 65 per cent of the controls 
showed no recurrence. 

Although Dr. Moore stressed that 
this was a preliminary report, he made 
no secret of the fact that he considered 
it “tremendously important.” The Buf- 
falo physician pointed out: “It is statis- 
tically valid on a cooperative basis, 
rather than being based on an indi- 
vidual report.” Statistically, it also 
came under the “95 per cent confi- 
dence level,” in which “the accuracy 
is nearly 95 per cent perfect,” he 
added. 

In 1958, E. Cuyler Hammond, di- 
rector of the American Cancer So- 
ciety’s statistical research section, had 
said that breast cancer rates showed 
hardly any change from 1930 to 1956. 
And at the Fourth National Cancer 
Conference in Minneapolis (MWN, 
Oct. 7), investigators reported that, 
based on present population, this lack 
of change means an expected 50,000 
new cases and 25,000 deaths annually 
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BREAST CANCER CONTINUED 


in the U.S. Now, Dr. Moore said: “At 
present, there is a strong indication that 
the use of THIO-TEPA significantly 
reduces the possibility of a patient de- 
veloping a recurrence.” 

In contrast to the breast cancer fig- 
ures, Dr. Moore remarked that pre- 
liminary evaluation of the use of 
THIO-TEPA in stomach and colo-rec- 
tal cancer studies, seem to show better 
results than in the past, but the figures 
“are not significant.” 

THIO-TEPA, an alkylating agent, 
has been on the market since February, 
1959. The dosage in the breast cancer 
study was about “% lower than that 
commonly used for recurrent cancer. 

In other reports, surgical teams con- 
centrated on small vessel anastomoses. 
The inherent problems include high in- 
cidence of thrombosis, adventitia tang- 
ling with suture thread, difficulties in 
achieving meticulous suturing in a 
beating heart and the delicacy required 
in working on such tiny vessels. 

The answer of Dr. Julius H. Jacob- 
son II of the University of Vermont is: 
Use a dissecting microscope and thus 
clearly and exactly visualize the ves- 
sel and suturing to be done. (See story 
adjacent. ) 


Technique with Glue 
But other surgeons would prefer to 
avoid sutures entirely. One such group 
from Montefiore Hospital, New York, 
is experimenting with glue specifically 
applicable to intracranial surgery. 

In the Montefiore technique, one 
end of a vessel to be anastomosed is in- 
serted into a flanged steel ring. The 
edges are cuffed back to the flange and 
held in place with a special adhesive, 
methyl 2-cyanoacrylate, which poly- 
merizes on pressure. More glue is ap- 
plied over the surface, and the flange 
and cuff are then inserted into the re- 
maining vessel. The anastomosis is re- 
inforced with fascia wrapped around it 
and held by the adhesive. At present, 
the rings can handle vessels from 2.8 
to 4 mm in outside diameter. 

According to Dr. Charles Carton, 
the technique has achieved 96 per cent 
short-term patency in 25 experimental 
anastomoses of dog carotid artery. He 
notes, however, a 48 per cent throm- 
bosis in longer-term studies, adding: 
“We feel a non-suture technique will 
be important if the plastic can be made 
to hold up indefinitely.” = 
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DIME shows size of anastomosis in canine artery, made by microsuture technique. 


MICROSURGEON SEWS 


Vermont specialist, using tiny 
jeweler’s tools, meticulously 
sutures 3 mm vessels and 
opens up new surgical avenues 


Pause in front of a “do-it-your- 
self” exhibit at the annual clinical 
congress of the American College of 
Surgeons, a surgeon studied the booth. 
A physician, using a focused micro- 
scope, was suturing a canine femoral 
artery—about 3 mm in diameter. 

“I can do that with the naked eye,” 
the visitor declared. Invited to try, 
and after viewing his suturing under 
the microscope, he exclaimed: “Mine 
looks like a real botched job!” 

The incident neatly emphasizes the 
point made by exhibitor Dr. Julius H. 
Jacobson II, associate professor of 
surgery at the University of Vermont, 
Burlington, who demonstrated to the 
San Francisco meeting a new tech- 
nique of microsurgery which permits 
meticulous suturing on vascular ves- 
sels less than 4 mm in diameter. Using 
a binocular microscope of 6 to 40 
power, Dr. Jacobson and his partner 
Dr. Ernesto L. Suarez have anasto- 
mosed carotid arteries in some 70 
dogs and rabbits. Every one of the ves- 
sels, ranging from 3.9 down to 1.4mm, 
have remained 100 per cent patent. 

“It is our belief that the technique 
will extend vascular surgery to pre- 
viously inaccessible areas,” says the 
Burlington surgeon. Such possibilities 
include reconstruction of severed 
nerves and fallopian tubes, shunt pro- 


cedures for esophageal varices, sur- 
gery of the coronary and cerebral 
arteries and—for plastic surgery— 
achieving a hairline scar. 

“I was going blind, trying to do 
small arterial placements on dogs. 
Moreover, a 1 mm error in suture 
placement could mean a thrombosis in 
a 2 mm anastomosis. Then I got the 
idea that fine work could be done with 
the microscope already used by eye 
and ear surgeons,” he explained. 

With the microscope, he found he 
had a choice of 6 to 40 power and a 
choice of distance from the lens to the 
patient of 8 to 12 inches. 

The first problem to solve was how 
to hold the retractors and clamps 
steady enough for the delicate stitch- 
ing. “A swinging arm on a fluorescent 
lamp in our lab gave us the idea of us- 
ing an arm-like vernier-controlled vise 
to hold vascular clamps.” 

The second problem was the in- 
struments. “We found they were much 
too big. Moreover, the microscope 


NEAT STITCHES in 3 mm artery are done 
if microscope is used for visualization. 
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DR. JACOBSON demonstrates his method. 


INE SEAM 


showed startling evidence of how 
rough the surfaces were.” 

At a local jewelry store in Burling- 
ton, Dr. Jacobson found what he 
needed: fine watchmaker’s tools. 

For three months he did vascular 
anastomoses on animals, using 7-0 
atraumatic silk for sutures. Then last 
May, he decided to do an endarterec- 
tomy—using microsurgery—on two 
male patients, both with arterioloscler- 
osis of the legs and intermittent claudi- 
cation. And just a few weeks ago, he 
used the technique during a neurologi- 
cal operation on a clot in the middle 
cerebral artery. Results of both experi- 
ments were excellent. 

Summing up, Dr. Jacobson lists 
these advantages for microsurgery: 
The surgical field for tiny vessels is 
microscopically delineated; the sur- 
geon can tie knots so that the intimal 
edges fit together almost exactly; bits 
of adventitia, not visible to the naked 
eye, can be removed; and it makes even 
the average surgeon a master. ® 


BOTCHED JOB on similar vessel results 
when surgeon is using only the naked eye. 










































































SURGICAL CAPSULES 






Here in brief are other highlights from 46th Annual Clinical Con- 
gress of the American College of Surgeons, held in San Francisco 


NEW DEVICE AUTOMATICALLY 
MEASURES BLOOD VOLUME 

A new semi-automatic device for 
rapid measurement of blood volume 
has been developed by a team of in- 
vestigators in Boston. 

A measured amount of radioactive 
material is injected into the blood 
stream. Ten minutes later, a blood 
sample is taken and the radioactivity 
calculated by the machine. Volume is 
then indicated on a panel meter, ac- 
cording to Dr. John A. Williams of 
Beth Israel Hospital and Harvard 
Medical School. 

The machine — a portable console 
unit with push-button control — has 
given “accurate, on-the-spot” infor- 
mation in clinical use as a guide for 
proper transfusions. 

“This instrumental technique is in- 
tended to supplant the empirical ap- 
proximations of blood volume that are 
too often unreliable guides in the 
therapeutic management or the analy- 
sis of the fluid balance status of the 
patient,” says Dr. Williams. 


FIBRINOLYSIN THERAPY AIDS 
IN DISEASE OF PREMATURES 

Fibrinolysin, administered in an 
aerosol spray, has been effective in 
treatment of premature babies with 
the pulmonary hyaline membrane 
syndrome, according to a surgical 
team from Boston’s Peter Bent Brig- 
ham Hospital. Sixteen infants received 
continuous fibrinolysin treatment (20,- 
000 units) for one to seven days. Im 
provement was noted in the first 24 
hours; the babies were discharged 
after 12 days in the hospital. No un- 
desirable effects were observed, Dr. 
J. Leonel Villavicencio reported. 

In addition to the fibrinolysin, 
treatment consisted of antibiotics, 
oxygen and aspiration of secretions. 
The babies also were regularly turned 
over. In a control group of seven 
other babies with the pulmonary syn- 
drome, basic treatment consisted of 
administration of Varidase, together 
with the general adjuvant measures. 
Three of the seven died, Dr. Villavi- 
cencio said. 

Mortality rates in the pulmonary 
syndrome have usually been 80 per 


cent, Dr. Villavicencio noted. Ten 
years ago, mortality was 100 per cent. 

The control group tests were car- 
ried out in the Department of Prema- 
tures, Children’s Hospital, Mexico 
City. Co-authors of the study were 
Drs. Eduardo Jurado, Josefina Sagaon 
and Jesus Alvarez de Los Cobos. 


GEIGER COUNTERS USED TO DETECT 
GASTROINTESTINAL HEMORRHAGES 

A technique to detect gastrointes- 
tinal hemorrhage by use of tiny Geiger 
counters in a nasogastric tube has been 
developed by a team from the College 
of Physicians and Surgeons, Columbia 
University, headed by Dr. William V. 
Healey. A blood sample is taken, 
tagged with P** and reinjected intra- 
venously. A modified Cantor tube con- 
taining three Geiger-Muller counters 
(3 by 25 mm) is then passed into the 
stomach, small bowel or ascending 
colon. Numbered leads from each 
counter run back to count-rate meters 
which reflect the amount of isotopic 
blood near the particular counter. 

The technique has been used in 55 
experiments with seven dogs. Bleeding 
points produced artificially during 
laparotomies, according to Dr. Healey, 
have invariably been detected with the 
procedure. 


CALCIUM USED TO CONVERT ACD 
BLOOD FOR OPEN HEART SURGERY 

A new technique which overcomes 
objections of surgeons to the citrate 
toxicity of stored ACD blood in open 
heart operations has been developed 
by a team at the University of Cali- 
fornia Medical Center, Los Angeles. 
Surgeons have preferred freshly-drawn 
blood. By adding calcium chloride the 
ACD toxicity is reversed. 

After testing converted ACD blood 
in extracorporeal circulation in dogs, 
Dr. James V. Maloney, Jr., conducted 
trials in 18 patients in heart-lung op- 
erations. Ten got ACD blood con- 
verted with calcium and heparin; eight, 
fresh heparinized blood. 

Dr. Maloney found no difference in 
white cell count, clotting time, post- 
operative bleeding, hematocrit and 
other parameters in both groups of 
patients. 








SURVEY SPOTS HIGH 
CORONARY AREAS 


A Public Health study reveals wide geographic variations 
in coronary death rates and casts doubt on the theory that 
the disease is closely related to the tensions of city life 


lap deo theories linking the ten- 
sions of big-city life to the high 
urban incidence of coronary disease 
may prove ill-founded. Data from a 
U.S. Public Health Service survey sug- 
gest that the relationship between 
coronaries and cities is far from simple. 

For the first time, the PHS figures 
pinpoint the specific areas where cor- 
onary death rates are extremely high 
and relatively low. Based on the pe- 
riod 1949-51, they show the expected 
differences between metropolitan and 
non-metropolitan populations. But 
though the rate in cities averages 37 
per cent higher than in non-metro- 
politan areas, the lowest urban rate 
is less than half the highest non-urban 
figure. 

The size of cities, the PHS survey 
indicates, has little to do with their 
coronary death rates. Moreover, both 
urban and non-urban rates show wide, 
and thus far unexplained, geographic 
variations, 

The study focuses on white maies 
from 45 to 65. The death rate per 
100,000 drops from 606 in cities, to 
543 in suburbs, to 443 in non-metro- 
politan counties. In metropolitan (city 
plus suburbs) areas, the rate ranges 
from a high of 827 (Savannah, Ga.) to 
a low of 229 (Lincoln, Nebr. ); in non- 
metropolitan areas, from 692 (Rhode 
Island and eastern Massachusetts) to 
228 (parts of western North Carolina 
and northern Georgia). 


City vs. Country Rate 

Death rates in most cities are 
higher than in adjacent non-urban 
counties. But in parts of Florida, Wis- 
consin, Illinois and Indiana, the urban 
and adjacent non-urban rates show 
little contrast. In a few places — all 
located either in the Boston-Provi- 
dence area or in the Southwest — the 
metropolitan rate is actually lower 
than the non-metropolitan. 

Of the ten largest metropolitan 
areas, a majority show above-average 
coronary death rates. But even Los 
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Angeles and New York, highest in this 
group, rank only 15th and 16th in the 
nation. Such major population centers 
as Chicago, Detroit and Houston are 
close to the metropolitan average; St. 
Louis is significantly below it. Of the 
ten cities with the highest rates, al- 
most all are middle-sized (see list). 


Where Rather Than How Big 

Death rates are average or below 
in most of the region between the 
Rockies and the Appalachians; all of 
the ten cities with the lowest coronary 
rates lie in this area. 

Geography appears to have far 
more to do with coronary disease than 
the size of cities. In both metropolitan 
and non-metropolitan areas, death 
rates tend to be high along both coasts, 
in the Mountain states and in the Mis- 


sissippi Delta. Eight of the ten cities 
with the highest coronary rates are jn 
these areas. 

These geographic differences, the 
Public Health Service believes, do not 
reflect regional variations in diagnosis 
or errors in reporting. Areas ran‘\ing 
high or low in coronary death rate 
tend to rank correspondingly high or 
low in their total death rate, “which 
cannot be influenced by differences in 
diagnostic standards.” 

The survey suggests, however, that 
the geographic variations may stem 
from over- or under-enumeration of 
population, under-registration of 
deaths or misstatements of age. Allter- 
natively, they may result from “differ- 
ences in etiological factors”—occupa- 
tional patterns, water supply, climate 
or even geology. 

High and low coronary areas, says 
Dr. Arthur E. Rikli, chief of the 
USPHS Heart Disease Control Pro- 
gram, may provide a means of testing 
some of the many theories on the 
origin of coronary disease. “These 
areas can now be thought of as natural 
laboratories, where investigators can 
test out possible environmental factors 
to see whether they differ signifi- 
cantly.” ® 














CORONARY DEATH RATES: 80 LEADING METROPOLITAN AREAS 
RATE RATE RATE 
PER PER PER 
AREA 100,000 RANK AREA 100,000 RANK AREA 100,000 RANK 
Albany-Schenectady- Fall River-New | Norfolk-Portsmouth, 
Troy, N. Y. 725.5 7 Bedford, Mass. 626.5 26 | Va. 753.7 4 
Allentown-Bethlehem- Flint, Mich. 601.7 49 Philadelphia, Pa. 613.9 34 
Easton, Pa. 588.6 61 Fort Wayne, Ind. 571.0 76 Pittsburgh, Pa. 595.5 55 
Altoona, Pa. 601.6 50 | Fort Worth, Tex. 630.9 25 Portland, Maine 699.5 ll 
Atlanta, Ga. 507.1 77 Galveston, Tex. 802.1 3 Providence, R. |. 593.2 58 
Atlantic City, N.J. 578.6 68 | Grand Rapids, Mich. 571.0 75 Raleigh, N. C. 626.2 28 
Augusta, Ga. 693.2 13 | Greenville, S. C. 692.2 14 | Richmond, Va. 706.5 10 
Baltimore, Md. 598.1 54 | Hamilton-Middleton, Rochester, N. Y. 652.2 19 
Baton Rouge, la. 7206 8 hio 568.2 79 | Sacramento, Calif. 7306 6 
Binghamton, N.Y. 612.8 36 | Harrisburg, Pa. 607.8 39 | san Diego, Calif. 572.7 74 
Boston, Mass. 606.0 42 Hartford, Conn. 573.3 73 San Francisco- 
Bridgeport, Conn. 618.3 30 Indianapolis, Ind. 615.8 33 Oakland, Calif, 639.4 21 
Buffalo, N. Y. 612.9 35 Jackson, Miss. 634.4 22 San Jose, Calif. 605.6 43 
Charleston, S. C. 825.6 2 Jacksonville, Fla. 579.9 65 Savannah, Ga. 826.8 1 
Charleston, W. Va. 592.0 59 Kalamazoo, Mich. 576.7 69 Scranton, Pa. 586.0 62 
Charlotte, N. C. 696.6 12 Lansing, Mich. 598.5 53 Seattle, Wash. 615.8 32 
Chattanooga, Tenn, 576.7 70 Little Rock-North Shreveport, La. 599.1 52 
Chicago, III. 574.4 72 Little Rock, Ark. 611.2 37 | Sioux City, lowa 626.327 
Cincinnati, Ohio 574.5 71 ‘| LOS Angeles, Calif. 679.1 15 | Springfield, 111. 632.3 24 
Cleveland, Ohio 625.6 29 | Manchester, N.H. 602.8 47 | Springfield, Ohio 662.5 18 
Columbia, S.C. 602.2 48 | Memphis, Tenn, = 584.1. 63. | Springfield-Holyoke, 
Columbus, Ga. 603.4 46 Miami, Fla. 646.5 20 Mass. 606.1 41 
Dallas, Tex. 633.2 23 Milwaukee, Wisc. 604.3 45 Stockton, Calif. 617.8 31) 
Davenport, lowa-Rock | Mobile, Ala. 599.9 51 Syracuse, N. Y. 610.3 38 
island-Moline, Il. 569.1 78 | Montgomery, Ala. 707.3 9 Toledo, Ohio 580.3 64) 
Dayton, Ohio 605.6 44 Muncie, Ind. 665.3 17 Trenton, N. J. 579.1 66) 
Duluth, Minn.- New Haven, Conn. 568.1 80 Washington, D. C. 607.7 40 
Superior, Wisc. 578.8 67 | New Orleans, La. 747.4 5 Wilkes-Barre- } 
Erie, Pa. 594.5 56 New York, N. Y. 677.4 16 Hazelton, Pa. 593.7 57 
Wilmington, Del. 590.1 60 
GEOGRAPHIC differences in coronary disease are reflected in table. Highest 


ranking areas are mostly in East and West Coast states and in Mississippi Delta. 
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Health Insurance Expert Prescribes 


A PLAN 
OF ACTION 


FOR BLUE CROSS 





Blue Cross plans face trouble all over the country. Caught in a fi- 


nancial squirrel cage, they are running hard to keep in the black. 


Charges of high costs, unnecessary hospital use and discrimination 


against the aged have prompted many leaders to take a new look 
at Blue Cross operations. In an exclusive interview with MEDICAL 
WORLD NEWS Dr. Basil MacLean, former Blue Cross Association 
president, tells how he would remake the plans to fill the needs 


Dr. MacLean, you have described the 
current state of Blue Cross as consti- 
tuting a “new crisis” for the voluntary 
prepayment movement. What is this 
“new crisis?” 

The crisis is caused by the fact that 
with 78 separate plans, Blue Cross has 
lacked a strong national identity and 
program, or a sense of responsibility 
to the public. I think the result has 
been a deterioration of its national 
position in the last five to eight years. 
To reverse this trend, Blue Cross has 
to face up to the need to move into a 
new stage where it becomes a real 
national institution that serves the 
public. That’s going to take imagina- 
tion, boldness and new programs. 


In what ways has Blue Cross’ position 
deteriorated? 

Enrollment, for example. The gain 
in enrollment hasn’t measured up to 
the gain in population or in the labor 
force. In fact, since 1953 Blue Cross 
has lost more than it has gained in 
most of the nation’s largest companies. 
These are the companies that set the 
pattern for industry. They are leaning 
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towards commercial types of coverage 
and if the trend is not reversed Blue 
Cross will be in serious trouble. 


How can this trend be turned back? 

I think there’s only one way for all 
70-odd plans to join in a new national 
Blue Cross program that goes beyond 
merely competing with, or imitating, 
the insurance companies. A program 
effective anywhere in the nation must 
meet the future needs of business and 
labor. In everybody’s mind, the Blue 
Cross symbol must mean complete 
coverage, without any qualifications, 
for all services that are provided in 
hospitals. 


What would go into such a program? 

It would cover all hospital services 
whether they be for inpatients, outpa- 
tients or patients released to their 
homes for follow-up treatment by hos- 
pital teams. Medical need would be 
the only limit placed on benefit days. 
Frequent discharge and readmission 
for chronic illnesses would be en- 
couraged, not discouraged. Certainly 
this will cost money and maybe some 


groups won't be able to finance this 
high standard right away. They could 
arrange for modifications of the full 
contract but the standard plan would 
be a comprehensive single hospital 
benefit program. If you have a program 
like that, you won’t need what the 
insurance companies call “major med- 
ical.” It’s built in, at least as far as 
hospital services are concerned. 


You would then cover many types of 
admissions now excluded? 

Decidedly yes. I don’t think you 
can exclude certain types of admis- 
sions and still fulfill the terms of proper 
medical care today. The exclusions 
that have been enforced are old hat, 
long outdated; they are holding back 
medical progress. For example, it’s 
plain common sense to cover diagnos- 
tic admissions on either an outpatient 
or, when necessary, on an inpatient 
basis. That’s good medicine and it’s 
good economics, too. The hospital is 
the only place for diagnosis of many 
illnesses. In the same way, Blue Cross 
ought to cover short-term treatment 

CONTINUED 
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MacLean Says: Get the Blue Shield monkey off Blue Cross’ back 





BLUE CROSS CONTINUED 

of tuberculosis and acute mental ill- 
ness, Chronic care, rehabilitation and 
convalescence can also be covered as 
an extension of hospital services. In 
short, I'd cover any admission that 
modern medicine considers appropri- 
ate to hospital treatment. 


Would the same thinking apply to in- 
hospital services which are increas- 
ingly being excluded, such as anesthe- 
sia? 

I’d cover them—not only anesthe- 
sia, but radiology and pathology, too. 
I think Blue Cross ought to put up a 
fight to get these services back where 
they belong—as services the hospital 
can bill for and thus get covered by 
Blue Cross, 


You mentioned coverage of outpatient 
services. Wouldn’t this be expensive? 

No. Covering diagnostic proced- 
ures that can be handled on an out- 
patient basis is good economy because 
in the long run it would reduce the 
number of unnecessary and expensive 
bed admissions. It’s a lot cheaper to 
treat patients on the hoof than between 
the sheets. 


Are there any other gaps you feel 
should be closed? 

I think Blue Cross ought to extend 
coverage to the millions of people who 
don’t yet have it. These are the people 
who need it most and who can least 
afford to pay for care when they’re 
ill. At least until the Government pro- 
vides what is necessary, Blue Cross 
should find a way to include elderly 
dependents who live with the sub- 
scriber, and children over 19 who are 
still students or who are infirm or 
handicapped. Coverage ought to be 
provided also during periods of dis- 
ability, perhaps even with a waiver of 
dues, and the same goes for periods 
of unemployment. 


Dr. MacLean, you are calling for 
greater uniformity and more compre- 
hensive coverage in Blue Cross across 
the nation, How can this be achieved 
in view of the great differences among 
the plans today? 

Greater uniformity in the health 
benefit field is inevitable, whether the 
principals like it or not. The big buyers 
of health coverage demand it and they 
usually get what they want. The real 
question facing the plans is whether 
or not they will be quick enough to 
see the public need, and move before 
they get left behind by other agencies. 


Is the recent merger of the Blue Cross 
Association and the Blue Cross Com- 
mission a step in this direction? 

I hope so. It will be a step in the 
right direction if it results in a new 
national Blue Cross agency with suf- 
ficient power to function as an inde- 
pendent national body responsible to 
its subscribers and to the public. 


Dr. MacLean, on occasion you have 
criticized Blue Shield as a com- 
panion program for Blue Cross. Do 
you feel that Blue Cross is being held 
back by Blue Shield? 

Blue Cross has lost out on a good 
deal of important national enrollment 
because companion Blue Shield simply 
isn’t competitive with insurance com- 
pany coverage of medical and surgical 
care. In many areas, Blue Shield 
doesn’t begin to measure up to the 
idea of service benefits or even ade- 
quate indemnities. That kind of failure 
hurts the case for a voluntary solution 
of the problem of prepaying the costs 
of health care. At this point, it doesn’t 
look to me as if Blue Shield is going to 
get off the ground on this. Bluntly, I 
think Blue Cross could move faster 
and farther if it got the Blue Shield 
monkey off its back. 


The kind of program you’ve outlined 


Dr. Basil C. MacLean’s leadership in the voluntary 
prepayment field dates back to the early 1930's. As 
superintendent of the Touro Infirmary in New Orleans, 
he helped set up one of the very first hospital insur- 
ance plans in the country. Dr. MacLean was director 
of the Strong Memorial Hospital at Rochester, N. Y. 
until 1954 when he left to become commissioner of 
hospitals of New York City. In January he retired as 
Blue Cross Association president. He is also former. 
head of the American Hospital Association. 


will certainly cost money and will un. 
doubtedly mean higher Blue Cross 
rates, since Blue Cross would cover 
more. How would this program be 
financed? 

Of course it will cost money and 
mean that prepayment would cost lots 
more than it does now. But that doesn't 
represent any new cost. It just brings 
within prepayment wasteful, undigni- 
fied and irrational costs which are now 
being handled outside prepayment, 
Somebody always picks up the bill, 
Public tax funds now do the job that 
prepayment and the patient’s wallet 
can’t do. How this job should be 
financed is a matter of public policy 
that must be decided by the nation ag 
a whole. I believe that more and moré 
health services ought to be brought 
under prepayment, with controls over 
how the money is spent and the serv- 
ices delivered. I believe that Blue 
Cross, when it wakes up, is the agency 
that can do this job most efficiently, 


What is likely to happen if Blue Cross 
doesn’t begin doing the job you think 
it should do? 

I think it would be the end of vol- 


untary prepayment. If Blue Cross can’t; 


come up with the answer, who can? 
Certainly not the commercial insur- 
ance companies. They have to show a 
profit on the hazard of illness and they 
have no interest in people who are 
expensive to insure—the very people 
who need it the most. A community- 
wide, nation-wide job of covering 
health care costs is needed, and com- 


mercial insurance won’t do it. If Blue 


Cross can’t, there’s only one alterna- 
tive and that’s for the Government to 
do it. However, I think fear of Govern- 
ment action is a pretty sorry reason 
for doing the job. 


What would be a better reason for Blue 
Cross to change its ways? 


For Blue Cross simply to complete 


the job it set out to do. It set out to 
fulfill the notion that everybody in the 
community—everybody—had a right 
to all the services the hospital could 
provide. It worked on the principle 
that the best way to do this was through 
a community-wide single agency that 
was responsible to the community. 
There’s nothing wrong with that idea. 
It’s still good, but it’s got to be trans- 
lated into the world of 1960. ® 
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propantheline bromide (7.5 mg.) Zand phenobarbital (15 mg.) 
the standard for control of the standard for augmenting 
gastrointestinal spasm antispasmodic action 

compression-coated tablets 
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BRAND OF PROPANTHELINE BROMIDE WITH PHENOBARBITAL 












FORMULATION: 


Probital provides rational, convenient therapy in 
smooth-muscle spasm: spasm of the pylorus, small 
and large intestines and the sphincter of Oddi, as well 
as gastritis, biliary dyskinesia and diverticulitis. 


G. D. SEARLE & CO. Research in the Service of Medicine SEARBE 
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RELIEVES THE SYMPTOMS OF RHEUMATOID ARTHRITIS 

the pain, rigidity, swelling, morning stiffness, and 

limitation of motion 

With DECADRON, pain, rigidity, and swelling usually fade 
rapidly, within 24 hours.'! Morning stiffness often disappears 
completely.? Increased joint mobility and eventual clinical 
control frequently follow improvement of articular symptoms, 
even in patients poorly controiled by other corticosteroids.2-6 


ATTACKS THE INFLAMMATORY PROCESS OF RHEUMATOID ARTHRITIS 

the rapid sedimentation rate, the secondary anemia, the fever, 
elevated plasma fibrinogen and globulin, and 

decreased plasma albumin 

Treatment with DECADRON, by reducing or eliminating 
inflammation, may also be expected to help eliminate fever, reduce 
the sedimentation rate, correct abnormal plasma-protein 
patterns, raise hemoglobin values and red blood cell counts.*:7-10 


IMPROVES THE GENERAL STATE AND SENSE OF HEALTH 


The patient is sometimes markedly undernourished and emaciated 
(Cecil, R. L., and Loeb, R. F.: A Textbook of Medicine, ed. 10, Philadelphia, 

W. B. Saunders Company, 1959, p. 1366.) 

thin and asthenic, and very often profoundly depressed. 

(Ragan, C., in Comroe’s Arthritis and Allied Conditions, ed. 5, Philadelphia, 

ta. & Febiger, 1953, p. 151.) 

The “tonic effect’! of dexamethasone often promotes a sense of 
well-being, leading to improvement in the general state of 
health, relief of asthenia and depression, restoration of normal 
nutrition and enjoyment of food.}:*-11-14 


umatoid arthritis 


REFERENCES: 

1. Spies, T. D., et al.: South. M. J. 51:1066, 1958. 2, Bunim, J. J., et al.: Arthritis & 
Rheumatism 1/:313, 1958. 3. Galli, T., and Mannetti, C.: Minerva med. 50:949, 1959. And Abstr. 
in J.A.M.A, 170:2254, 1959. 4, Case Reports on File, Merck Sharp & Dohme. 5. Boland, E. W.: 
Ann. Rheumat. Dis. 17:376, 1958. 6, Boland, E, W.: California Med, 88:417, 1958. 

7. Cislaghi, F., and Quarti, M.: Minerva med. 50:959, 1959. 8. Foreign Letters: J.A.M.A, 
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& Dohme. 11. Rudolph, J and Rudolph, B. M.: Ann. Allergy 17:710, 1959. 

12. Cerutti, P.: Minerva med. 50:917, 1959. 13, Cagli, V., et al.: Minerva med, 50:941, 1959. 

14. Chervinsky, P.: Ann, Allergy 17:714, 1 

Initial dosage depends on the type and severity of the condition. Generally between 1.5 mg. and 
3 mg. per day is adequate; this should be reduced to maintenance level when control has been 
established, DECADRON is supplied as 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets 

and as Injection Decapron Phosphate in 5-cc. vials, each cc, containing 4 mg. of dexamethasone 
21-phosphate as the disodium salt, Additional information available to physicians on request. 


DecabkoN is a trademark of Merck & Co., Inc, 


Decadron@ 


DEXAMETHASONE 


TREATS MORE PATIENTS MORE EFFECTIVELY 


@ MERCK SHARP & DOHME « Division of Merck & Co., INC., West Point, Pa. 














PATHOLOGY 
OF AN 
AIR 
CRASH 


A baffling aviation mystery is medically unraveled, thread 









by thread. Pathologist team finds the answer to a strange 
mid-air explosion that killed 34 passengers on a plane 


he cause of the sensational air 

crash which killed heavily-insured, 
Connecticut lawyer Julian Frank and 
33 other persons last January has 
finally been found. It might have re- 
mained a mystery, however, if a team 
of determined pathologists had not 
made the right diagnosis and then 
amassed enough evidence to convince 
skeptical non-medical investigators 
and the FBI. This week the man who 
headed the team, Dr. F. Warren 
Lovell, now a civilian pathologist at 
Northwest Memorial Hospital, Seattle, 
told MEDICAL WORLD NEWS the de- 
tails of the unique post-mortem detec- 
tive story. 

It begins last January 6, a few hours 
after Flight 2511, in the words of the 
Civil Aeronautics Board, “experienced 
inflight disintegration” and crashed at 
2:38 A.M. near Bolivia, N. C. 

At 10 a.m. the CAB in Washing- 
ton first heard the news. It immedi- 
ately informed the Armed Forces In- 
stitute of Pathology, which assists in 
civil air accident investigations. At the 
time pilot-pathologist-surgeon War- 
ren Lovell was serving in its Aero- 
space Pathology Branch. An Institute 
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investigator immediately flew to the 
crash scene, carrying a field autopsy 
kit with which he could conduct up to 
100 autopsies and preserve countless 
tissue specimens. 

But not until the next day, Jan. 7, 
could he begin even external examina- 
tion of the bodies. The local coroner’s 
permission for autopsy had to be ob- 
tained first. The pathologist had 32 
bodies to examine. Two were missing. 
All 32 had been found within 1,000 
feet of the main wreckage. Injuries 
were typical of those caused by the 
severe decelerative forces of impact— 
fractures of extremities, ribs, skulls; 
multiple lacerations; a number of 
nearly identical tears of the perineum. 
There were no amputations, no major 
body parts missing. Autopsies of the 
pilot, co-pilot and engineer showed 
nothing unusual. 

Meanwhile, CAB investigators, 
tracing bits of wreckage as far away 
as 16 miles east at Kure Beach, on the 
Atlantic coast, began a_ structural 
analysis of the plane through a three- 
dimensional mock-up. 

The third day after the crash an 
air-borne fish spotter, flying over a 
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WRECKAGE of airliner was re-assembled to make a three-dimensional mock-up which helpgstigators 


marsh area near Kure Beach, sighted 
one of the two missing bodies. It was 
that of Julian A. Frank. (Later, the 
pilot, Hall Watters, noted that if the 
body had fallen seven feet away it 
would have been mired in the marsh 
and lost. Lost, too, would have been 
the key to one of the most puzzling 
aviation mishaps. ) 

“Upon learning that Frank’s body 
was found 16 miles from the site of the 
main wreckage,” Dr. Lovell recalls, 
“my immediate reaction was to asso- 
ciate the news with the British Comet | 
accidents in the Mediterranean in 
1954. You will remember that pas- 
sengers were blown out of the Comets 
by an explosive decompression of the 
cabin. It also crossed my mind that 
medical investigators were able to de- 
termine the likely cause of the Comet 
disasters prior to the time the engi- 
neers reconstructed the aircraft.” 

An exceedingly complete examina- 
tion of Frank’s body, including x-rays 
and photographs, was made immedi- 
ately. The body showed extreme muti- 
lation and partial amputation of the 
lower extremities. The left forearm 
was attached to the arm by skin and 
soft tissue, the muscles were torn and 
shredded, the interosseous membrane 
torn, the ulna obliquely fractured near 
the mid-portion. The left wrist was 
severely damaged, with partial avulsion 
of the soft tissues, particularly on the 
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which helpstigators make their structural analysis. 






sighted | palmar surface of the right thumb, in- 
It was [dex and middle fingers, and multiple 
er, the | fractures of the phalanges. 
| if the X-rays showed numerous radi- 
way it [opaque objects in the right wrist and 
marsh | thigh. A small piece of brass, about 
e been |,” thick and 14” long and wide, 
uzzling | was imbedded in the muscle mass be- 
low the left elbow. 

s body The lower part of the left leg was 
‘of the | missing entirely. 
recalls, Dr. Lovell called a meeting of CAB 
» asso- J and AFIP personnel. Colonel Robert 
ometI | H. Holmes, MC, USA, then chief of 
an in | the AFIP Forensic Pathology Divi- 
it pas- | sion, took one look at the photographs 
‘omets | and other findings and was certain that 
of the | the injuries were identical to those 
d that | caused by land mines. 

to de- 
Comet | Unusual Injuries 

engi- There was no doubt that the in- 
is juries sustained by Julian Frank were 
mina- |} entirely unlike those received by any 
x-rays | other passenger or crew member. The 
imedi- | group decided Frank’s injuries were 
muti- | due to “an unusual disruptive force of 
of the ] severe nature incompatible with the 
rearm | events of rapid decompression or other 
n and | factors regularly seen in aircraft acci- 
nand | dents.” Colonel Joseph Blumberg, act- 
brane | ing director of AFIP, ordered another 
inear | examination of Frank’s body. 
t was On the same day the CAB learned 
ulsion | that Julian Frank had been insured for 
mn the | over $1,000,000. 

NEWS November 4, 1960 








Frank’s body had been moved to 
New York City and, with the coopera- 
tion of Frank’s family and Dr. Milton 
Helpern, chief New York medical ex- 
aminer, a post-mortem was made. 
Various forms of foreign material were 
found superficially located in several 
skin lesions. These included bits of 
steel wire (nicked as if stretched vio- 
lently ) imbedded in the right wrist and 
two pieces of a woman’s hat ornament 
in the muscle tissue of the left leg. (See 
MWN cover photographs). Several 
skin lesions were blackened. 

Histological examination showed 
that a section of the hypothenar emi- 
nence of the left hand contained skele- 
tal muscle in the skin at the margin of 
the wound; it looked as if it had been 
driven in by considerable force. 

These results further convinced the 
pathologists that Frank had sustained 
blast injury. 

Now they had to find proof for 
their convictions. Material was sent to 
the FBI. Its report: No evidence of an 
explosive. 

Back at the mock-up, engineers 
were eliminating, one by one, the pos- 
sible causes of the crash. For a time it 
appeared likely that the propeller from 
engine No. 3—still unrecovered—had 
knifed into the fuselage at a point 
where 13 progressive propeller cuts 
were found. 

When No. 3 engine was lifted from 
its muddy grave with prop intact, re- 
calls an observer, “you could hear a 
pin drop.” 

Nine days after the crash the other 
missing body was found. AFIP pathol- 
ogists anxiously flew to North Carolina 
to make an examination. It added 
nothing toward solving the mystery, as 
it was found that the passenger had 
suffered the same injuries as other 
passengers. 

A picture of what had occurred at 
the moment of explosion began form- 
ing as more bits and pieces of the air- 
plane were fitted to the chicken-wire 
and wood mock-up. A piece of plexi- 
glass cabin window found at Kure 
Beach was spattered with black mate- 
rial, identified as manganese dioxide. 
Sweepings from the plane’s carpeting 
revealed the presence of foreign ob- 
jects and residues, including small bits 
of thin steel wire nicked on each end. 
The mock-up showed a_ gaping, 


jagged hole on the right side of the 
cabin in the vicinity of seats No. 6 and 
No. 7—where Julian Frank had sat. 

Following the discovery of the last 


missing body, the pathologists began 
a campaign to convince the CAB and 
FBI officials that passenger Julian 
Frank—and probably the airplane— 
had been blown apart. Two more bits 
of evidence supported this contention. 

Dr. Joseph Umberger, chief toxi- 
cologist in Dr. Helpern’s office, con- 
ducted special studies on skin frag- 
ments from Frank’s body and con- 
curred in the blast-injury diagnosis. 
Dr. Richard Ford, noted pathologist 
who is Boston’s chief medical exam- 
iner, studied photographs of Frank’s 
body and spotted the imprint of fabric 
on the buttocks, which had been over- 
looked. It proved to be that of the air- 
plane’s seat fabric. 





No Sign of Dynamite 

Three weeks after the accident, the 
CAB indicated that it saw merit in 
the explosion theory but wanted still 
more confirmation. No evidence of 
dynamite had yet been found, although 
seats recovered from the wreckage and 
from Kure Beach were examined by 
the FBI. 

Then a life jacket was found at 
Kure Beach. (The passengers appar- 
ently had been warned of an impend- 
ing crash. Seven of them died 
shrouded in inflated Mae Wests.) Im- 
bedded in this recovered jacket were 
zipper teeth and fragments of flesh- 
colored rubber and blue nylon fibers, 
like those used for airline flight bags. 
It also contained black deposits identi- 
fied as nitrate residues. The new evi- 
dence sent Dr. Lovell back to North 
Carolina. 

Re-examining the mock-up, he 
found bits of tissue around the air vent 
over seat No. 7. Then more tissue and 
bloodstains were found in the tiny vent 
itself. The unit was removed and sent 
to the FBI. The vent contained the 
classic residue of a dynamite explo- 
sion: sodium carbonate, sodium ni- 
trate and complex mixtures of sodium- 
sulphur compounds. 

The blood from the vent was typed. 
It matched that of Julian Frank. 

Then more manganese dioxide and 
zinc chloride were found, indicating 
that a dry cell battery might have been 
used to detonate the dynamite. All dry 
cell batteries normally aboard the air- 
craft were relocated. None had broken 
open in the crash. 

By now the structural analysis was 
complete. All possible causes of crash 
had been eliminated except detonation 

CONTINUED 
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AIR CRASH CONTINUED 

of an explosive within the cabin, 
Finally, the last piece of important 
evidence was recovered. 

In Bolivia for a preliminary hear- 
ing conference, Dr. Lovell and Dr. §. 
J. Sluter, medical consultant to Doug- 
las Aircraft, went out to the mock-up 
where they both noticed a strong of- 
fensive odor. After a search of the 
fuselage, Dr. Sluter reached into the 
overhead hat shelf and pulled out a 
fragment of bone 101%” long. It was 
subsequently identified as a left fibula, 
distal end, with the distal articulations 
intact—Julian Frank’s missing lower 
leg. Attached to the bone tissue were 
pieces of olive-drab cloth and a brass 
plate similar to that found on a small 
alarm clock. 


At 0233, a Dynamite Charge 

On March 22 of this year the CAB 
held its hearing in Wilmington, N. C. 
Dr. Lovell read the findings of military 
and civilian pathologists, and con- 
cluded that the pattern of Julian 
Frank’s injuries indicated that “an ex- 
plosive force was in close proximity to 
and immediately behind the legs of 
this passenger.” 

Twenty-one weeks after the hear- 
ing at Wilmington, the CAB con- 
curred. Its report read, in part: 

“It is the Board’s conclusion that 
Flight 2511 proceeded in a normal 
manner without operational difficulty, 
mechanical failure or malfunction 
until shortly after passing the Carolina 
Beach ‘H’ facility, a short distance 
south of Wilmington, N. C. 

“At approximately 0233 a dyna- 
mite charge was exploded, initiated by 
means of a dry cell battery within the 
passenger cabin and at a point beneath 
the extreme right seat of row No. 7. 

“Mr. Julian A. Frank was in close 
proximity to the dynamite charge 
when the detonation occurred. . . . 

“The Board determines that the 
probable cause of this accident was 
the detonation of dynamite within the 
passenger cabin.” 

The case, however, is not ended. 
No one yet knows how the dynamite 
was brought aboard Flight 2511, nor 
the person or persons responsible for 
its detonation. Because malicious de- 
struction of an aircraft is a Federal 
crime, the FBI is still working on the 
case. For the present, the report of this 
tragic crash ends where the pathol- 
ogists led it: Diagnosis Bomb, Etiology 
Unknown. 8 
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FRENCH MDs SPLIT 
OVER FIXED FEES 


Some doctors accept new sys- 
tem, others go on ‘administra- 
tive’ strike. But no one doubts 
the government will triumph 


hen a delegation of French physi- 

cians met with President Charles 
de Gaulle recently to air their eco- 
nomic problems the General told 
them: “Gentlemen, I have saved 
France on a colonel’s wages; you can 
afford to practice medicine on the 
money I’m giving you.” 

Since then, thousands of physicians 
have barricaded themselves against a 
fxed-fee system decreed by the gov- 
ernment earlier this year and are on an 
“administrative strike,” refusing to 
fill in sickness reports required by the 
French equivalent of Social Security. 

There is little doubt about the out- 
come: Monsieur le docteur will soon 
be told, unequivocally, what his bill 
shall be. 

The fixed-fee reform, designed by 
Labor Minister Paul Bacon and ap- 
proved by President de Gaulle and 
Prime Minister Michel Debré, is 
known as the May 1960 Decree, or 
simply “The Decree.” It establishes 
the maximum fee a physician can 
charge for an office visit, home call, 
Sunday call, finger amputation or any 
other service (see box). The cost of a 
visit to the doctor's office, for example, 
is set at ten francs (about $2) in Paris; 
nine francs in Lyons and Marseilles; 
eight francs for other cities with a 
population over 100,000; and seven 
francs for the rest of the country. 


Some Abide, Others Do Not 

Of this set fee,-social security will 
reimburse the patient 80 per cent. 
Thus, the patient will never have to pay 
more than 20 per cent of his medical 
expenses; this latter figure, known as 
the “moderating factor,” is expected 
to prevent patients from rushing to a 
physician at the slightest pretext. 

Though a form of social security 
reimbursement has been in existence 
in France for several years, it has not 
been effective. Originally the reim- 
bursement was set at 80 per cent of an 
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even lower arbitrary cost schedule. 
However, the physician was not re- 
quired to follow it — and didn’t. 

Physicians were asked to agree to 
the new schedule months ago, and now 
the Federation Nationale des Organes 
de la Securité Sociale (FNOSS) has 
put the pressure on medical groups by 
creating “unfair competition” between 
those physicians who are abiding by 
the decree and those who are not. 

“The problem lies in removing the 
economic barrier that stands today 
between the patient and the care his 
health requires,” Aimé Texier, presi- 
dent of the FNOSS, told MEDICAI 
WORLD NEWS. 

Minister Bacon has issued a state- 
ment to the press: “In several impor- 
tant departments the attitude of medi- 
cal associations does not permit us 
to hope for collective agreements. . . . 
It is therefore necessary to start the 
procedure leading to individual con- 
tracts.” 


Big Man, Small Office 

Even in the Paris area, where op- 
position is most bitter, it is believed 
that at least 2,000 of the 6,000 physi- 
cians are ready to sign individual 
agreements to abide by the decree. 
What happens then? 

M. Texier fingers reports in the 
bleak, small office that seems incon- 





MINISTER Bacon spearheads fee reform. 


gruous for the man who heads the 
largest budget in France — some six 
billion dollars, nearly a third of the 
national budget. “Well,” he says, “the 
remainder of the physicians will be 
under some pressure, since their pa- 
tients will be reimbursed less than the 
patients of those who go along with us. 
The law of supply and demand will 
come into play and eventually non- 
signers will lose patients or will come 
to our side.” 

Says the FNOSS leader, a former 
unionist: “Among man’s fundamental 
rights, there is one that has often been 
called sacred—protection of health. 
Medical groups have maintained sev- 
eral principles, such as free choice of 
the physician by the patient, respect of 
medical secrecy and freedom in the 
choice of treatment. I agree with these, 
but I do not agree with their principle 














CONTINUED 
SAMPLE FEES IN PARIS AREA 
(IN DOLLARS) 

Incision of an intramuscular abscess....... DR ae a che cad $ 10.50 
Emergency ligation of a neck vessel during hemorrhage. . . 56.00 
Embolectomy of main vessel of head, thorax or abdomen. . 175.00 
Trepanation for decompression with opening of dura mater 

(Cushing or Ody type)..... 56.00 
Lobotomy, physical or chemical.............. 35.00 
pn ES, foes oe wk cc es s8 a0 bce Cab 84.00 
Co RE Seer teen 42.00 
SII Sci ou". Yas aials Eset acy. 2 oka 105, oan eae Wale 6 tae 35.00 
Surgical treatment of liver abscess................... 42.00 
Removal of foreign body from rectum (simple case) 3.50 
Blalock procedure for “‘bilue baby’’ disease......... 175.00 
Anastomosis for coarctation of the aorta, with graft. 210.00 
Castration or unilateral orchiectomy........................ 28.00 
Surgical treatment of extra-uterine pregnancy Fd «wea oA 56.00 
Ablation of a salivary gland with malignant tumor............... 56.00 
ee CUE os, - 55 prance his tsp a as ee dic ole ba eam 126.00 





MAXIMUM doctors’ bills, set by ‘“‘The Decree,’’ run lower outside the French capital. 
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FRENCH MDs cConTINUED 
of freedom in setting their fee.” 
Fighting back, some medical asso- 
ciations have answered pressure with 
pressure, and are warning those physi- 
cians ready to give in that they might 
lose their association benefits. Says Dr. 
Raymond Jodin, secretary general of 
the Syndicat des Médecins de la Seine, 
which covers the Paris area: “We are 
sinking in technocratic absurdity. If 
one limits our fees at the top, one 
should also limit them at the bottom 
and insure for ourselves a minimum 
activity during slack periods. One 
should regulate demand for medical 
care, therefore regulate morbidity: 
grippe, ulcers, automobile accidents, 
polio and even maternity risks. . . . 
“Once the first step is taken, who 
knows when medicine will be entirely 
under the control of union leaders? 
Will it become necessary for a physi- 
cian, if he is interested in medical ad- 
ministration, to leave his practice, be- 
come a laborer and join the union be- 
fore he can have anything to say about 
medicine?” (Thirty-six of FNOSS’s 
administrative council members are 
labor leaders, Dr. Jodin notes, and 12 
are employers’ representatives. ) 


Exceptions to the Rule 

The Seine medical group, however, 
is considered “extremist,” and even 
urban physicians generally do not re- 
sent the rulings of the decree as much 
as they resent the exceptions—the so 
called clause de notoriété. This allows 
specialists and well-known physicians 
to be exempt from the maximum fee, 
yet allows their patients to be reim- 
bursed on the standard fee schedule. 
Who is to decide on who has “noto- 
riété” the Seine group asks? 

Today, many medical groups, par- 
ticularly in rural departments, have 
signed their agreement to the decree. 
A few are holdouts apparently ready 
to follow the lead of the Seine medical 
association which is preparing soon to 
hold a membership vote on the issue. 

Even if the vote is “no,” it will only 
delay the decree, not stop it. The pub- 
lic, most of the press and many of the 
physicians are favorable to the reform. 
But there is some nostalgia for the old 
system. For, together with law, medi- 
cine has remained a “truly liberal” 
profession in France. “It will be just 
the lawyers now,” one MD sadly com- 
ments, “but I guess they are able to 
speak for themselves.” ® 





DOCTORS FALL SHORT 
ON FITNESS SCALES 


udged by physical performance 

doctors “are not much better off 
than their patients.” 

So says Dr. Bruno Balke, head of 
biodynamics at the Civil Aeromedical 
Research Institute in Oklahoma City. 
Dr. Balke and co-workers tested 48 
physicians, aged 27 to 45, at the Okla- 
homa City VA Hospital and compared 
their results to those of patients, nor- 
mal males and trained athletes. The 
doctors’ score: Poor. 

Dr. Balke’s fitness scale is based on 
maximum attainable oxygen intake 
and time of decrease in pulse pressure 
while performing on a treadmill. 

Subjects whose maximum 0. intake 
was lowest, also had the earliest de- 
crease in pulse pressure. For example, 
ambulant patients, most of them with 
tuberculosis, had a maximum 0, in- 
take of 29 ml/kg body weight/min., 
and a decrease in pulse pressure in 9 
minutes. The doctors scored just 
above them, with a maximum 0. read- 
ing of 32 ml/kg/min., and a pulse 
pressure drop in 13 minutes. 

As a “norm,” Dr. Balke used the 
scores of more than 500 American 
males (civilians and military person- 
nel). They had an average maximum 
0. intake of 36 ml/kg/min. and a 
pulse pressure fall in 16 minutes. But 
Dr. Balke considers this only “fair”; 
trained athletes showed a maximum 
0. intake of 65 ml/kg/min., and their 
pulse pressure dropped in 30 minutes. 

Dr. Balke’s explanation: The lower 
performance capacity and endurance 


SCALE OF PHYSICAL FITNESS 


















of the untrained man results not only 
from his poor tone, but also from hj 
inability to mobilize his fat reserves 
the well-trained athlete does. Thg 
physicians tested (who fall into th 
category of the untrained man) rely 
almost exclusively on sugar and glyeg 
gen for energy, burning them up mug 
more rapidly than the athlete. 

Doctors participating in two treag 
mill tests verified this. In one teg 
the blood sugar level of the we 
trained man remained “more or leg 
normal” during submaximal treadmilf 
work of two hours’ duration. Ho 
ever, the doctors’ level fell “signifi 
cantly” during the second hour. 

The second test lasted until the sub 
jects were exhausted—seven hours fq 
the athlete, but less than four hours for 
the doctor. The athlete mobilized hig 
fat reserves, as revealed by increased 
serum cholesterol level during the 
test, and exhaustion occurred when he 
used up his carbohydrate reserves. 

In contrast, according to Dr. Balke; 
the doctor did not exhibit a change iff 
serum cholesterol and, consequently, 
did not use fat for fuel. Instead, he 
burned up his carbohydrates almost 
exclusively, and at a rate nearly twice 
as fast as the athlete. 

If the doctor wishes to improve his 
physical condition, Dr. Balke said he 
can begin by walking a mile each day. 
After he improves, he can take up 
running, swimming or tennis. And 
should he desire, added Dr. Balke, 
there’s always the local gym. ® 
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BIRTH CONTROL ISSUE cont. 


In the September 9 MEDICAL WORLD NEWS, two Connecticut 
MDs—one Protestant, one Roman Catholic—answered a 
series of questions about how the State’s anti-contraceptive 
law affects their medical practice. Both stated that the law is 
rarely enforced, and they prescribe contraceptives when 
necessary. Their replies prompted an unprecedented number of 
doctors to write to MWN. Here is a sample of reader comment 


This letter is written to you because 
of the obvious falsehood which you 
have permitted to be printed in your 
otherwise excellent newsmagazine. 
. . . | wish to inform you that you 
are telling an absolute falsehood (I 
am certain that you would not lie). 
You do not have a Catholic physician 
in your article. This unfortunate, un- 
happy, unbalanced soul that you pre- 
sent is a far cry from a Catholic phy- 
sician. . . . It would be more correct 
to call Khrushchev a Republican (be- 
cause he comes from the Union of 
Soviet Socialist Republics) than for 
this confused man to be called a 
Catholic. 

J. C. LESHOCK, M.D. 
Lansing, Mich. 


I think it important that you and 
your readers realize that Doctor B’s 
solution to the birth control issue is 
contrary to Roman Catholic teaching. 
I realize that the point of the article 
is the State of Connecticut’s 8 1-year- 
old statute barring the prescription or 
use of contraception, but incidentally, 
the moral and religious differences 
concerning this issue are brought to 
light, and again I must emphatically 
say that Doctor B’s solution to his 
problem may sidestep Connecticut’s 
law, but should not have been repre- 
sentative of Roman Catholic teach- 
ing. 

THOMAS S. Moore, M.D. 
Elmhurst, Ill. 


May I congratulate you on your 
article. It is very apparent that legisla- 
tion cannot easily nullify human needs. 
Contraceptive advice should be avail- 
able at the request of the patient or, 
for medical reasons, at the suggestion 
of the doctor. Those whose religious 
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beliefs forbid it can refrain from ob- 
taining the information. Complete 
freedom of choice must be left to each 
family. ... 

Lewis E. SAVEL, M.D. 
Newark, N. J. 


MORAL VS CIVIL LAW? 

The 81-year statute in Connecticut 
barring the prescription or use of con- 
traceptives is a moral law and not a 
civil law in the ordinary sense. If the 
U. S. Supreme Court knocks out the 
law as unconstitutional, then are we 
to assume that this high court is now 
an authority on moral law? Would 
that ease the doctors’ consciences 
who are now disregarding the law 
barring contraceptives, anyway? What 
about the Ten Commandments? We 
know that many people disregard 
them, yet that doesn’t justify their 
doing so.... 

E. MICHAEL TRUMAN, M.D. 
Hamilton, Ohio 


It would appear that some clarifica- 
tion is required. . . . The Roman 
Catholic Church teaches that the pri- 
mary purpose of marriage is the 
propagation of the human race. This 
does not infer that the Catholic must 
close his eyes, as it were, to those 
instances wherein it would appear 
that pregnancy might impose various 
weighty burdens seemingly impossible 
for the married couple to surmount. 
The well-known “Rhythm Method” 
of natural birth control is available in 
these cases . . . and approved by the 
Catholic Church. 

The Catholic Church and the Cath- 
olic physician is opposed without ex- 
ception to the violation of the Natural 
Law of God involved in the use of 
“artificial and mechanical means” of 


contraception. This, properly inter. 
preted, means that a Catholic phy- 
sician cannot, in good conscience, 
prescribe diaphragms, jellies or any 
other mechanical means of preventing 
conception. When his actions in this 
matter become contrary to his prin- 
ciples, the Catholic physician ceases 
to be a Catholic. .. . 

JOSEPH T. JUDGE, M.D, 
Brightwaters, L. I., N. Y. 


Your article disclosed very point- 
edly the ethical and moral dilemma 
of these two Connecticut physicians, 
Dr. Buxton and his two patients must 
surely have the respect of the medical 
profession in their continuing chal- 
lenge of a law that detracts from the 
fundamental integrity of the physi- 
cian-patient relationship. 

The two physicians who responded 
to your questions should be com- 
mended for their frankness. 

Louis SIEGEL, M.D. 
Mount Vernon, N. Y. 


The real issue is not that of the 
law of Connecticut. The issue is the 
deeper one of civil vs moral law— 
your implication being that the two 
are in conflict in Connecticut. .. . 

ROBERT W. MERKLE, M.D. 
Easley, S. C. 


OFFICIAL POSITION CITED 

I suggest that if you want an au- 
thoritative Catholic physician to ques- 
tion on this subject, you contact the 
National Federation of Catholic Phy- 
sician’s Guilds. .. . 

EDWARD J. LAUTH, JR., M.D. 

Miami, Fla. 


[We took Dr. Lauth’s suggestion. The 
statement from the National Federa- 
tion of Catholic Physician’s Guilds, 
however, had not arrived by press 
time. MWN hopes to publish their com- 
ments in a later issue—Ed.]| 


The official Catholic teaching from 
the encyclical on Christian Marriage, 
issued by Pope Pius XI (12/31/30) 
and also found in many other teach- 
ings before and since, is positive i 
stating that contraception is intrinsi- 
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ally against nature and Pius XI made 
clear that no reason, however grave, 
can justify such an act. It is absolutely 
and always wrong, and those who in- 
julge in such are guilty of grave sin. 
further information may be obtained 
fom the book Medico-Moral Prob- 
ems by Gerald Kelly, S.J. In this book 
also can be found the facts stating that 
aCatholic physician may not prescribe 
contraception for Catholics or non- 
Catholics for the same basic reason 
sated above without being guilty of 
grave sin. 

As far as this article is concerned, 
| hope it was not planned to give all 
those who read it the impression that 


Two Connecticut physicians candi 


0 its fall calendar, the U.S. Su- = ty Borer 
pr 


eme Court is scheduled to hear 
uments on three cases challenging 
te constitutionality of Connecticut s 
il-year-old statute barring the pre- 
gription or use of contraception. The 
cases have been pp — = , _ 
obste' 
Button, professor 0! —— S 
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this man “B” is an example of an av- 
erage Catholic doctor. . . . 

JOHN C. BRENNAN, M.D. 
Pico Rivera, Calif. 


Your article will receive the atten- 
tion of every Catholic Physicians 
Guild in the U. S. I think it is only 
just that a true Catholic viewpoint 
should be made an article in your 
future edition. If not, your magazine 
will be barred from my office and 
probably from many other offices. The 
drug companies advertising in your 
magazine will be notified concerning 
this. 

MARTIN J. GATELY, M.D. 
Levittown, N. Y. 


I recall seeing articles this year 
quoting at least four or five reputable 


Catholic spokesmen as taking a simi- 
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Q:z«A 


A Catholic and a Protestant Discuss 


THE BIRTH CONTROL ISSUE 


dly describe how they practice 


under a law which bars both prescription and use of contraceptives 


hospitals—one nonsectarian and the 


, what do you do about con- 
reece for your own patients? 
Doctor A: If they ask for contra- 
ceptive advice, I fit them for a dia- 
phragm. Usually I know their religious 
f 


lar position (repeal of the Connecticut 
law). The latest is an editorial in the 
September issue of The Sign, national 
Catholic magazine, which urges Cath- 
olics to “give serious thought” to the 
arguments that “Catholics would be 
wise not to support legislation” ban- 
ning contraception. 

“The fact that contraception is con- 
trary to natural law is not in itself 
an argument for banning it by law,” 
the editorial states. “It is not the func- 
tion of the state to prevent all evil or 
seek all good, but only to act in mat- 
ters that affect the general welfare.” 

LAWRENCE Q. CRAWLEY, M.D. 
New York, N. Y. 


give them what they want, I guess 
they're not ready to march on the State 


~apitol about it. 
“loo B: 1 don’t often discuss the 


law with my patients. 


Food and Drug Administration 
nw a druggist can only sell 








histories, 


The whole tone of the article con- 
stitutes a gross misrepresentation . . . 
and could do incalculable harm to 
your Catholic readers. In brief, Doc- 
tor B does not represent the Catholic 
viewpoint and were Dr. B’s name 
signed to this article he could not 
practice in any Catholic Hospital in 
the United States. 

JOHN V. PILLIOD, M.D. 
Grand Rapids, Ohio 


It is unfortunate — though, of 
course, not surprising—that the doc- 
tors had to be anonymous. Can the 
authenticity of these two men be esti- 
mated from other data? I believe it 
can, as follows: 

Freedman, Whelpton and Camp- 
bell in their recent report, Family 
Planning, Sterility and Population 
Control, report that Catholic couples 
in the U. S. practice contraception in 


almost the same proportion as do their 
non-Catholic neighbors and that about 
one half of the Catholic contraceptors 
use methods condemned by their 
church. This finding is confirmed by 
another recent investigation sponsored 
by Princeton University. 
S. S. Spivack of the Bureau of Ap- 
plied Social Research at Columbia 
reported on data from a large study 
on doctors’ attitudes toward contra- 
ception. His findings: although three 
out of four Catholic doctors (73 per 
cent) disapproved of medical contra- 
ception on moral grounds, more than 
four out of 10 (42 per cent) were 
moderately or highly involved in pro- 
viding contraceptive service to pa- 
tients. Among Catholic doctors under 
40, the proportion of moderate or high 
involvement in contraceptive prescrip- 
tion increases to 53 per cent. 
Congratulations for shedding some 
light on one of medicine’s tabooed 
areas. 
CHRISTOPHER TIETZE, M.D. 
Director of Research 
National Committee on 
Maternal Health 

New York, N. Y. 


IGNORANCE AND FRANKNESS 
The Catholic Physicians Guild of 

Baton Rouge feels that some com- 
ment is warranted by your article. 
. . . We do not protest Dr. B’s obvi- 
ous ignorance of the basic tenets of 
his faith, since ill-informed Catholics 
do, regrettably, exist. . . . What we 
do protest is the obvious failure on 
the part of MEDICAL WORLD NEWS to 
get anything like a_ representative 
Roman Catholic to answer their ques- 
tions. .. . 

C. A. WAGGENSPACK, JR., M.D. 

President, 

Catholic Physicians Guild 
Baton Rouge, La. 


The utter frankness of the Catholic 
physician is striking and should be 
noted by all physicians. The position 
taken by the Protestant doctor could 
be duplicated by interviewing a large 
sector of the profession if assured of 
anonymity. 

I hope your publication will con- 
tinue to keep an open forum available 
on this medical subject which involves 
the welfare of every human being, 
irrespective of religious views. 

T. R. Rosie, M.p. 
East Orange, N. J. 


29 





ISMELIN reduces high blood pressure to 


According to reports from more than 100 clinical investigators, Ismelin—in moderate 


to severe hypertension — reduces blood pressure levels to normal or near-normal in a 


remarkably high percentage of patients. Following are summaries of typical findings: 


17 of 18 patients (94.4%) treated 
with Ismelin become normoten- 
sive in the erect position. Page and 
Dustan! gave Ismelin orally, alone 
or in combination with other anti- 


In 14 of 15 patients (93.3%) on 
Ismelin, blood pressure reduced to 
normal or near-normal levels in 
the standing position. Ismelin was 
administered orally by Frohlich 
and Freis? for 4 to 9 weeks to 15 


characterized by a potent, ortho- 
static, antihypertensive effect simi- 
lar to that seen with the ganglionic 
blocking drugs but without the 
side-effects of parasympathetic 
blockade.’’2 





hypertensive drugs, to 18 patients 
daily for 2 to 10 weeks. 





male patients selected from the hy- 





In 15 of 18 subjects (83.3%), guan- 
ethidine [Ismelin] reduced high 
blood pressure to near-normoten- 


pertensive clinic. 
RESULTs: All 18 patients had reduc- 


tions in standing blood pressure; 





Average Standing B.P. 





16 had moderate reductions in su- SYSTOLIC DIASTOLIC sive levels. Guanethidine [Ismelin] 
pine blood pressure as well. In 17 ipiaeeee was administered orally by Rich- 
of the 18 cases, blood pressure lev- 181 ardson and Wyso? to 18 male 
els became normal or near-normal mm Fa tveall hospitalized patients with hyper- 
in the erect position. pa AFTER tension. 

122 ismeLin 











mm. 


Average Standing B.P. Average Standing B.P. 
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SYSTOLIC DIASTOLIC 
CONTROL 
CONTROL Tan) arree 
AFTER RESULTS: Ismelin evoked a potent mm. 
173 . ISMELIN 
Hh ee | eorees antihypertensive response in the CONTROL 
a AFTER 
5 BE ee erect position: the blood pressure DP sensei 
mm. ISMELIN beng 


He of 14 of the 15 patients dropped Hg 


Pavia to normotensive or near-normo- 
Hg tensive levels. 

















“The response [to Ismelin] was 
* During last week of treatment. 


References: 1. Page, I. M., and Dustan, H. P.: J.A.M.A. 170:1265 (July 11) 1959. 2. Frohlich, E. D., and Freis, E. D.: M. Ann. District of Columbia 
28:419 (Aug.) 1959. 3. Richardson, D. W., and Wyso, E. M.: Virginia M. Month. 86:377 (July) 1959. 4. Brest, A. N., and Moyer, J. H.: J.A.M.A. 172:1041 
(March 5) 1960. 5. Page, I. H.: Postgrad. Med. 27:448 (April) 1960. 6. Kirkendall, W. M., Fitz, A. M., Van Hecke, D. C., Wilson, W. R., and 
Armstrong, M. L.: Paper presented at a Symposium on Guanethidine (Ismelin), The University of Tennessee College of Medicine, Memphis, Tenn., 
April 22, 1960. 7. Leishman, A. W. D., Matthews, H. L., and Smith, A. J.: Lancet 2:1044 (Dec. 12) 1959. 

Additional References: 8. Brest, A. N., Duarte, C., Glantz, G., and Moyer, J. H.: Current Therap. Res. 2:17 (Jan.) 1960. 9. Maxwell, R. A., Mull, R. P. 
and Plummer, A. J.: Experientia 15:267 (July 15) 1959. 10. Maxwell, R. A., Plummer, A. J., Schneider, F., Povalski, H., and Daniel, A. L: J. 
Pharmacol. & Exper. Therap. 128:22 (Jan.) 1960. 11. Maxwell, R. A., Plummer, A. J., Schneider, F., Povalski, H., and Daniel, A. I.: Pharmacologist 
1:68 (Fall) 1959. 12. Sheppard, H., and Zimmerman, J.: Pharmacologist 1:69 (Fall) 1959, 


30 MEDICAL WORLD NEWS 





IE 


RESUL 
nite r 
incid 
[Isme 
[15] s 
bem 


“Side 
inde 
and | 
Isme 
inde 
diarr 
comy 
doses 
admi 
actio 
terec 
eee 
adva 
ers] i 
dle a 
mucl 
of a 
reall: 
Guar 
leew: 
ers® 

rema 
abse1 
path 
bette 
than 
ing t 
ciate: 
guan 
press 


Nover 


> to 


lings: 


ortho- 
ct simi- 
glionic 
put the 
a thetic 


), guan- 
d high 
‘moten- 
smelin] 
y Rich- 
3 male 
hyper- 


AFTER 
}MELIN 


89 


mm. 





Columbia 
_ 172:1041 
. R., and 
is, Tenn., 


ull, R. P., 


A. i: & 
nacologist 


D NEWS 





near-normal levels in 80 to 90% of cases 


RESULTs: “All patients showed defi- 
nite reduction in blood pressure co- 
incident with administration of 
{Ismelin]. In most of the subjects 
[15] standing blood pressure could 
be maintained near normal levels.’’3 





“Side-effects encountered ... have 
indeed been minimal...”4 Brest 
and Moyer‘ state: “Side-effects [of 
Ismelin] encountered to date have 
indeed been minimal, with mild 
diarrhea as the only significant 
complaint even when large daily 
doses (450 mg.) of the drug are 
administered. No evidence of toxic 
action of the drug has been encoun- 
tered thus far.” Page> observes: 
“,..Guanethidine [Ismelin] has the 
advantage [over ganglionic block- 
ers] in that it is much easier to han- 
dle and does not produce nearly as 
much dose sensitivity. Too much 
of a ganglion-blocking agent will 
really ‘clobber’ the patient; with 
Guanethidine, there is much more 
leeway.” Kirkendall and co-work- 
ers® report: “Guanethidine has 
remarkably few side effects. The 
absence of symptoms of parasym- 
pathetic blockade makes its use 
better tolerated by most patients 
than conventional ganglion block- 
ing therapy.” Leishman and asso- 
ciates? conclude: “The capacity of 
guanethidine to reduce the blood- 
pressure of hypertensive patients 
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Ismelin 

Increases Arteriole Caliber 

Ismelin represents a new princi- 
ple in the treatment of high blood 
pressure: It acts at the nerve- 
arteriole junction where it appar- 
ently opposes the release and/or 
distribution of the pressor sub- 
stance, norepinephrine. Ismelin 


is not a ganglionic blocker. 


BEFORE ISMELIN: Photo shows normal 
arteriole in rat mesentery. (100x) 


AFTER ISMELIN: Ismelin has blocked the 
constricting influence of norepineph- 
rine. Arteriolar caliber has significantly 
increased, while an adjacent capillary 
has filled. (100x) 

Because it acts at the nerve- 
arteriole junction—with no de- 
monstrable central or ganglion 
blocking effect—Ismelin produces 
a clear-cut antihypertensive re- 
sponse in a high percentage of 
cases. 











without symptoms of parasympa- 
thetic blockade is consistent with 
a mechanism of selective sympa- 


ISMELIN 


thetic-nerve inhibition...” 


For complete information on pre- 
cautions, dosage, and side effects, 
write to Medical Service Division, 
CIBA, Summit, New Jersey. 

Supplied: IsMELIn Tablets, 10 mg. 
(yellow, scored) and 25 mg. (white, 
scored); bottles of 100. 
IsMELIN® sulfate (guanethidine sulfate cra) 


Summit, New Jersey 


/ 2837 we 
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PR FOR DOCTORS: IN OR OUT? 


Pennsylvania’s Medical Society, an old hand at setting 
trends, tackles a new question: Does the professional 
or the doctor make the best public relations bargain? 


he third biggest and oldest state 

medical society in the UV. S. is 
about to tackle a problem that has 
caught the interest of many other state 
societies around the country. The 
point at issue: Can outside public re- 
lations experts help doctors improve 
medicine’s public image? 

A year ago the 12,000-member 
Pennsylvania Medical Society thought 
it knew the answer. After noting the 
wide public acceptance accorded the 
so-called Pittsburgh Plan (Mwn, June 
3 )—Pennsylvania’s reply to the threat 
of socialization—the Society’s Board 
of Trustees decided it would be a 
good idea to do what only the state 
societies of Louisiana, Missouri and 
Arizona had done before: employ lay 
advisors on matters of public rela- 
tions. The Board picked for. the job 
the M. K. Mellott Company of Pitts- 
burgh and New York, and its decision 
was immediately backed by the House 
of Delegates. At the time of their 1959 
Fall meeting the delegates gave Mel- 
lott a $50,000-a-year three-year con- 
tract, renewable at the end of each 
year. Their vote was unanimous. 


Repeat Performance Debated 

But when their 1960 Fall meeting 
convened in Atlantic City a few days 
ago, the same delegates were in no 
hurry to repeat their performance of 
the year before. During the past 12 
months the Mellott Company had run 
into serious opposition from the So- 
ciety’s nine-man Commission on Pub- 
lic Relations. Some Commission mem- 
bers were primed to recommend that 
Mellott be fired on the spot. Other 
House delegates were less anxious, 
saying in effect: “Let’s give our out- 
side advisors — and ourselves — an- 
other chance.” 

With Mellott himself invited to sit 
at the back of the Atlantic City meet- 
ing hall when the issue was joined, 
this year’s session of the Pennsylvania 
Medical Society’s House of Delegates 
was charged with tension. 
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Leader of the anti-Mellott forces 
was energetic 41-year old Dr. William 
Rial of Swarthmore, spokesman for 
the Society’s public relations commis- 
sion. Dr. Rial launched a spirited de- 
nunciation of Mellott and all his 
works. 

In short, Dr. Rial said, the trouble 
with Mellott’s counsel was it didn’t 
tell the Society anything the Society 
didn’t know—or couldn’t easily find 
out. Most of the recommendations, he 
went on, were rehashes of ideas pre- 
viously suggested by the Commission 
or published in AMA guidebooks to 
medical society public relations. 

And the one thing the outside firm 
might have contributed—some advice 
on professional PR techniques for 
carrying out the ideas at county and 
local levels — hadn’t been forth- 
coming. 

Dr. Rial finally concluded with the 
suggestion that the Society’s own PR 
Commission could do a better job if 
it had one thing: the money allocated 
to Mellott. With such a budget, it 
could hire its own professional PR 
staff to implement ideas already avail- 
able right inside the medical family— 
ideas an outsider apparently couldn’t 
produce. 

Dr. Rial might have been sum- 
marizing a conclusion of other socie- 
ties: given a little professional help 
with techniques, a doctor makes a bet- 
ter PR man than the outside PR man. 

But Pennsylvania as a whole was 
not quite convinced. The delegates sat 
silently as Dr. Rial yielded the floor 
to the man he was working hard to 
oust. What Mellott was about to say 
would determine whether the Society 
was to keep him or throw him out on 
the spot. 

But if Mellott’s instinct to save 
a tottering account tempted him to 
make a sales pitch, he resisted it. His 
speech was short and skillfully under- 
played. 

“Even if it should not be possible 
for me to continue with the Society, 


it’s gratifying to have learned that the 
pluses in Pennsylvania medicine far 
outweigh the minuses. “It is my plea” 
his soft sell concluded, “that you con- 
tinue to employ the public relations 
assets you already have with vigor, 
confidence and conviction.” 

With both sides heard from, the 
House had to choose. It could either 
vote to throw the issue onto the floor 
for open discussion—a move sure to 
spark lengthy wrangling—or vote to 
sustain a reference committee recom- 
mendation that Mellott be retained 
and that any remaining problems be 
ironed out later behind closed doors. 
On the motion to retain Mellott, the 
necessary two-thirds majority clearly 
carried the day. 

But it won’t be business-as-usual 
in the year ahead. A key feature of 
the delegate-approved resolution asks 
that Mellott’s duties be “studied and 
redirected as necessary and the ques- 
tion of fee for service be reconsid- 
ered.” This is the tough assignment 
Society leaders are just now beginning 
to tackle. 


What Sort of a Bargain? 

After the House decision, both 
Mellott and Dr. Rial told MEDICAL 
WORLD NEWS that Pennsylvania med- 
icine all medicine — needs to im- 
prove its public image. But they disa- 
greed on how to go about effecting 
such improvement. 

Said Mr. Mellott: “Public relations 
isn’t a mechanism that produces re- 
sults at the flick of a switch. My other 
(industrial) clients know this and I’m 
sure that in time my doctor-clients 
will appreciate it, too.” 

Said Dr. Rial: “Can outside public 
relations advice really do for a medical 
society anything the society can’t do 
for itself? Maybe so. If this advice 
we're getting is worth anywhere near 
what we’re paying for it, OK—I'll go 
along. But I just don’t think it is. I’ve 
still got to be convinced.” 

Some of Dr. Rial’s colleagues still 
need to be convinced, as well. But the 
majority of them, for the moment at 
least, are willing to buy their public 
relations advice (although perhaps on 
new terms). Medical societies all over 
the land are waiting to see what sort 
of a public relations bargain the Penn- 
sylvania Society has made. ® 
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IDASE 


STREPTOKINASE-STREPTODORNASE LEDERLE 


6) 


y1ccal tablets 


troublesome 
recovery 


The modern procedure in any injury includes VARIDASE to accelerate 
natural healing. VARIDASE stimulates early fibrinolysis for rapid 
reduction of inflammation, swelling, and pain. Your patient will appre- 
ciate the comfort of recovery and faster return to normal activity. 


Precautions: VARIDASE has no adverse effect on normal blood clotting. Care should 
be taken in patients on anticoagulants or with a deficient coagulation mechanism. 
When infection is present, VARIDASE Buccal Tablets should be given in conjunc- 
tion with antibiotics. 

Dosage: One buccal tablet four times daily usually for five days. To facilitate absorp- 
tion, patient should delay swallowing saliva. 

Supplied: Each tablet contains 10,000 Units Streptokinase, 2,500 Units Strepto- 
dornase. Boxes of 24 and 100 Tablets. 





LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York ap 








TIGHTER CONTROLS 
SUGGESTED FOR FDA 


Special doctors’ inquiry group 
finds agency decisions have 
been ‘acceptable,’ but calls for 
better drug-approval methods 


he special advisory committee that 

has been looking into Food and 
Drug Administration procedures has 
recommended that the agency’s au- 
thority be stiffened, particularly by em- 
powering it to keep tabs on the efficacy 
as well as the safety of all new drugs. 

The group, headed by Dr. C. Phil- 
lip Miller of the University of Chicago 
School of Medicine, was appointed at 
the request of Health, Education and 
Welfare Secretary Arthur Flemming. 
Its major task was to examine activities 
of the FDA division headed by Dr. 
Henry Welch, who resigned after the 
Kefauver committee uncovered his fi- 
nancial connections with medical pub- 
lications. 


Clean Bill of Health 

Avoiding specific reference to Dr. 
Welch, the committee gave a qualified 
clean bill of health to past FDA rul- 
ings. But in doing so, it made clear its 
reservations about the ability of the 
agency to make the best decisions 
under its present setup. 





DR. WELCH’S division gets clearance. 
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Considering “the limitations of the 
FDA’s authority, funds and scientific 
personnel,” and “despite certain defi- 
ciencies in the quantity and quality of 
the data” upon which they were based, 
recent FDA decisions appear to have 
been “acceptable,” the group con- 
cluded. 

Generally, its recommendations for 
bolstering FDA strength closely paral- 
lel those already made by Sec. Flem- 
ming. In several instances, however, 
they go much further. Most striking is 
the suggestion that the FDA be given 
authority to require manufacturers to 
give proof of the efficacy, as well as 
the safety, of all new drugs. 


Life-threatening Situations 

Currently, such proof is required 
only of drugs offered for the treatment 
of so-called “life-threatening” diseases, 
or drugs which have a definite poten- 
tial for harm. This is not adequate, 
says the committee, since “treatment 
of a patient with an ineffective drug in 
place of an effective one may jeopard- 
ize his recovery. 

“This is true even though the drug 
may not be intrinsically harmful, and 
even though the specific condition for 
which the drug is given may not ordi- 
narily be regarded as life-threatening.” 

It also recommended that: 

1) FDA be allowed to apply certi- 
fication procedures to all antimicrobial 
agents used for prevention or treatment 
of infectious diseases—not just those 
now certifiable, which include only 
products composed of penicillin, strep- 
tomycin, chloramphenicol, or bacitra- 
cin. 

2) Equivalent measures of control 
be applied to all drug products em- 
ployed for conditions equally as serious 
as infectious diseases. This could cover 
practically every new and potent drug. 

3) Controls over packaging, manu- 
facturing, labeling and industry rec- 
ord-keeping be strengthened; complete 
and dated information be supplied to 
doctors; FDA’s research section be en- 
larged and appropriations increased; 
and a scientific-technical advisory or- 
ganization be established. 

In a press conference following re- 





DR. MILLER’S group makes suggestions. 


lease of the report, Secretary Flem- 
ming concurred in all recommenda- 
tions but one. He sidestepped the 
group’s suggestion that the supervision 
of labeling, promotional material and 
advertising—now divided among the 
FDA, the Federal Trade Commission 
and the Post Office—be put under one 
agency. One of the chief opponents to 
this idea is Federal Trade Commission 
chairman Earl W. Kintner. The Secre- 
tary, however, said he would ask for a 
thorough study of the problem, after 
which he would “make recommenda- 
tions to the President.” 


Industry Can’t Absorb Costs 

Some pharmaceutical companies 
point out that the recommendations, if 
carried out in full, would mean expen- 
sive additions to current practice—the 
cost of which would have to be passed 
at least partly to the consumer. But 
there is one safeguard for industry. The 
drastic new changes could not be put 
into effect until Congress passes new 
legislation. 

Serving on the special committee 
with chairman Miller were Drs. John 
H. Dingle of Western Reserve Univer- 
sity School of Medicine; Maxwell Fin- 
land of Harvard Medical School; Colin 
M. MacLeod, New York University 
College of Medicine; Karl F. Meyer, 
(emeritus) University of California 
Medical Center; John R. Paul, Yale 
University School of Medicine; Carl 
F. Schmidt, University of Pennsylvania 
School of Medicine; and Wesley W. 
Spink, University of Minnesota Medi- 
cal School. ® 
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Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


e simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


e no cumulative effects, thus no need for difficult 
dosage readjustments 


e does not produce ataxia, change in appetite or libido 


e does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


e does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets; or as MEPROTABS*— 400 mg. unmarked, coated tablets. 


i] WALLACE LABORATORIES/ Cranbury, N. J. 
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DOCTOR'S BUSINESS 





12,000 mile 
car warranties 
now offered 


Cheaper stainless 
steel panels 
are available 


FTC finally bars 
ads on book 
for arthritics 


How long 
should tax records 
be kept? 


Of special interest to doctors is the new guarantee offered § 
all major car manufacturers on the 1961 models. Parts, motors 
and accessories carry a warranty good for 12,000 miles or 12 
months. Previously, the protection was 4,000 miles or thrég 
months. This is a real boon to doctors who put their new cai 
through hard use on daily house calls. Generally, the warranties 
provide for replacement of defective parts, but physicians 
have to pay labor costs. 


A new manufacturing technique halves the price of stainless 
steel panels and other stainless steel equipment used in doctor 
offices, hospitals and laboratories. Ultra-thin sheets of the stée 
are bonded to back-up boards with an adhesive which is clai 

to be indestructible. The panels are resistant to surface impa¢ 
damage, show little or no thermal conductivity and are easif 
cleaned. They come in standard four-by-ten sections made} 
varying widths. The developer: Mirawal Division of Birdsbor 
Corp., Birdsboro, Pa. 


After four years of wrangling and at least 34 hearings held 

over the country, the Federal Trade Commission has put a st 
to false and misleading ads for ‘‘Arthritis and Common Sen 

by Dan Dale Alexander. It’s known to have sold a minimums 
500,000 copies in the past ten years. The book’s basic them 
is that arthritis and related conditions can be corrected or 
lieved by a diet of cod liver oil, orange juice and other foods am 
beverages eaten in a recommended sequence. ® 


The problem of what to do with cancelled checks, receipted bills 
dividend records, etc., always comes up at the end of the yeg 
The Bureau of Internal Revenue advises doctors to hold ont 
these for at least six years for income tax purposes. That’s 
maximum period the government can check back on a ta 
payer’s return unless there’s a question of fraud. Other tips 
Doctors should keep records for at least four years on wit 
holding and other taxes that apply to their nurses and assist 
ants. Included in these records should be payroll figures. f 
if a doctor gives money to members of his family or others, 
permanent record should be kept. 
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Editor’s Choice 


SURGERY UPS THE CURE RATE 
OF MALIGNANT FAT TUMORS 

Though by no means most common 
among soft tissue malignancies, lipo- 
sarcomas can lay claim to one major 
distinction—a high cure rate with 
prompt diagnosis and adequate ther- 
apy. Some 17 years’ experience, plus 
a thorough review of 50 cases culled 
from the University of Pennsylvania 
records and three from a local Phila- 
delphia hospital, add up to some highly 
pertinent facts. 

Liposarcomas are most common in 
the 50’s, rare under the age of 30. 
Males predominate in the differenti- 
ated myxoid type—14 to 5. But for 
both sexes, the outlook is equally fav- 
orable with both the well and the 
poorly differentiated myxoid types. 
However, the prognosis is quite the re- 
verse when round cells or fibrosar- 
coma-like areas are present. Adequate 
excision to prevent recurrence and am- 
putation when necessary have upped 
the survival rate. Radiation is useful as 
palliation in lesions that are largely 
myxoid, but ineffective in non-myxoid 
types. Enterline, Culberson, Rochlin, 
Brady; Cancer, Sept.-Oct. 1960, pp. 
932-951. 


ABERRANT SERUM PROTEIN 
CAUSES COLD-SENSITIVITY 

With tenacity worthy of a Sherlock 
Holmes, modern researchers have 
tracked down one molecular mistake 
after another as the basis of many of 
man’s ills. Serum cryoglobulins, al- 
though akin to gamma globulins, are 
nevertheless abnormal and have strik- 
ing characteristics. Chief of these is 
tasy precipitability at lowered temper- 
ature. 

Hints of their presence often come 
from vexatious difficulties encount- 
ered in such routine procedures as 
venipuncture—when blood tends to 
clot in the needle—cross-matching, or 
determination of Rh factor or sedimen- 
tation rate. Excessive amounts of these 
aberrant proteins appear in relatively 
few conditions, usually multiple mye- 
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loma. But small amounts may be pres- 
ent asymptomatically in many others, 
including lupus erythematosus, rheu- 
matoid arthritis, coronary heart dis- 
ease, bacterial endocarditis and a vari- 
ety of malignant diseases. In 12 cases 
studied, bone marrow findings affirmed 
the common occurrence of plasma cell 
and lymphocytic disorders. Chief 
symptom attributed to cryoglobuline- 
mia has been a pecuiiar sensitivity to 
lowered temperature, often referred to 
as atypical Raynaud’s phenomenon. 
Farmer, Cooper, Pascuzzi; AMA 
Arch. Int. Med., Oct. 1960, pp. 21-32. 


INTESTINAL OBSTRUCTION 
MAY BE DUE TO GALLSTONE 


A man and his gallstones may some- 
times be parted sans benefit of surgery. 
Though admittedly rare, the spontane- 
ous vomiting of gallstones does occur 
occasionally, and when it does, it is a 
tip-off to a not so rare condition—ob- 
struction of the gut. In fact, gallstone 
ileus accounts for some two per cent of 
all intestinal obstructions in adults. 
Thus the finding of regurgitated gall- 
stones is tantamount to a highly sus- 
picious index of GI obstruction. 

Classically, mechanical ileus is pro- 
duced when the gallstone lodges in the 
narrower portion of the small bowel, 
such as the duodenum or the ileum. It 
is believed, however, that the small 
bowel distention and vomiting of the 
gallstone in the case cited was due to 
paralytic ileus, secondary to inflamma- 
tion of the gallbladder. Robertson, 
Kalser, Berry; Am. Pract., Nov. 1960, 
pp. 956. 


THERE IS MORE TO FEAR 
THAN FEAR ITSELF 
Can fear and pain be allies or are 
they only enemies? Traditionally, fear 
is a sign that the enemy is near, pain 
that the gods are angry. This archaic 
notion, still alive in our thinking, im- 
plies that man must try to avoid these 
danger signals. But is this true? 
Actually, pain and fear have double 
functions. They are biological signals 


and humanized psychologic tokens at 
the same time. Man uses them in an 
ambiguous way. He can romanticize 
pain and fear or he can deny them by 
some technical explanation. They can 
be used to help prepare for the chal- 
lenge of life or to escape from adven- 
ture. 

The danger today is that the symp- 
tom will be treated and the warning 
ignored. Modern chemistry has given 
physicians an arsenal of analgesics, 
sedatives and tranquilizers to drown 
out the signals. Unwittingly, the em- 
phasis on tranquilizing omits the fact 
that the fear and pain can be friends, 
and prevents both the physician and 
the patient from asking what is the real 
danger behind the warning. The skill 
of medical guidance is to find out for 
what purposes the symptoms are com- 
municated. Is the headache a strategy 
of avoidance or the beginnings of a 
brain tumor? 

Part of therapy in both cases is to 
make the individual aware that pain 
and anxiety can be man’s friends. By 
acceptance of pains and fears, the pa- 
tient is able to train and improve the 
physical and psychological defenses 
available to him. Not worrying in our 
atomic age can be just as dangerous as 
worrying too much. Meerloo; Am. 
Pract., Nov. 1960, p. 51A. 


MANY MYOCARDIAL INFARCTS 
OCCUR WITHOUT SYMPTOMS 

Beats there a heart with infarct so 
silent that its damage escapes overt 
notice? Apparently yes, judging by a 
study of 756 men, aged 50-59, ob- 
served over a four-year period. During 
this interval “new” coronary heart dis- 
ease developed in 41. Of 20 with defi- 
nite myocardial infarction, 15 per cent 
were totally asymptomatic. This tally 
jibes with the 11 per cent of silent in- 
farcts described in the earlier, widely- 
reported Framingham study. 

Moral of the two studies: Periodic 
electrocardiography is more than justi- 
fied since it will uncover a significant 
number of these unobtrusive infarcts 
which would otherwise go unrecog- 
nized. This is all the more crucial at 
the present time when effective sec- 
ondary prevention of coronary heart 
disease is close to becoming a possi- 
bility. Lindberg, Berkson, Stamler, 
Poindexter; AMA Arch. Int. Med., 
Nov. 1960, pp. 40-45. 





new light 
on sinus headache 


therapy 


Sinutab provides full, fast relief of sinus 
headache and congestion. Whatever the cause— 
sinusitis or rhinitis— Sinutab aborts 

frontal headache pain, decongests mucosa and 
relaxes the patient with a mild tranquilizing 
action. Verify the benefits of Sinutab for 


yourself: you and your patients will be pleased. 


Sinutab........, 


Product News 


IN PREMENSTRUAL TENSION 

Cyclex (Merck Sharp & Dohme) 
combines 200 mg meprobamate and 
25 mg hydrochlorothiazide per tab- 
let for managing premenstrual tension 
with edema. Meprobamate tranquil- 
izes and hydrochlorothiazide (Hydro. 
DIURIL) promotes diuresis. In the 
recommended dosage, short-term 
therapy of five to seven days per 
month mitigates the possible side ef. 
fects, particularly hypochloremic al- 
kalosis. Cyclex is contraindicated in 
the presence of anuria and should be 
administered with caution in patients 
with advanced cirrhosis. Dosage is one 
tablet once or twice a day from onset 
of symptoms to onset of the menses, 
and may be continued through the 
menstrual period. Note: Dosage of 
antihypertensive agents given con- 
comitantly must be reduced because 
hydrochlorothiazide in Cyclex poten- 
tiates their action. 


UREA FOR EDEMA 

Ureaphil (Abbott) supplies urea 
for injection as a diuretic in special 
circumstances. Administered only asa 
slow intravenous drip infusion, at a 
rate not to exceed 60 drops per minute, 
it elicits prompt diuresis in cerebral 
edema, in edema following surgery, 
burns and trauma. Supplied as a 
powder to be reconstituted with dex- 
trose or invert sugar solutions. Dosage 
may range from 100 to 1,000 mg/kg 
body weight depending on severity of 
the condition. In children, dosage 
should be adjusted in proportion to 
body weight and surface area. 


TO RELIEVE PAIN 

Soma Compound and Soma Com- 
pound with Codeine (Wallace) pro- 
vide relief with central analgesic, 
muscle relaxant and antipyretic ac- 
tions. Soma Compound, furnishing 
200 mg Soma (carisprodol), 160 mg 
acetophenetidin and 32 mg caffeine 
per tablet, relieves headache, neural- 
gia, dysmenorrhea, sprains and strains, 
and discomfort of upper respiratory 
infection. Soma Compound with Co- 
deine, (16 mg codeine phosphate) 
requires a narcotics prescription and 
is indicated in more severe pain syn- 
dromes as well as for cough control 
and reduction of tension and restless- 
ness. Dosage: One or two tablets 3 
times daily and before bedtime. 
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Names in the News 


POSTS AND AWARDS 

Dr. Traian Leucutia, Detroit, Mich., 
radiologist, named president-elect of 
the American Roentgen Ray Society; 
in addition, he received the Caldwell 
Medal as the Society’s 1961 Caldwell 
Lecturer. 


Dr. Erwin J. De Costa of Chicago as- 
sumed presidency of the Central Asso- 
ciation of Obstetricians and Gynecol- 
ogists at annual convention in Kansas 
City. Dr. Richard D. Bryant of Cin- 
cinnati was named president-elect. 


Dr. Rebecca C. Lancefield of the 
Rockefeller Institute received the third 
T. Duckett Jones Memorial Award of 
the Helen Hay Whitney Foundation 
for “her long and 
continuing studies 
which are largely re- 
sponsible for the pres- 
ent knowledge of the 
biology of hemolytic 
streptococci.” 


Dr. Karl Link, of the University of 
Wisconsin; Dr. Irving S. Wright, Cor- 
nell University Medical College, New 


OBITUARIES 





York City; and Dr. Edgar V. Allen, 
senior consultant in medicine at the 
Mayo Clinic were named winners of 
the 1960 Albert Lasker Awards. 


Dr. Michael Heidelberger of New 
York received the Louis Pasteur Gold 
Medal of the Swedish Medical Society. 
The award, made 
once every ten years, 
was given to Dr. 
Heidelberger for his 
methods for quantita- 
tive biochemical anal- 
ysis of antibodies. 


Dr. Edward W. Sprague, surgeon, of 
Newark, N. J., received the Distin- 
guished Service Award of the Ameri- 
can College of Surgeons for 1960. 


Dr. Nicholson J. Eastman of Balti- 
more, Md., chosen president-elect of 
the American College of Obstetricians 
and Gynecologists. Professor of ob- 
stetrics at Johns Hopkins University 
and obstetrician-in-chief at the Johns 
Hopkins Hospital for the past 25 years 
he is the author of several books in- 
cluding Expectant Motherhood. 








Dr. George F. J. Kelly, 66, associate 
professor of ophthalmology at the Uni- 
versity of Pennsylvania and senior con- 
sultant in ophthalmology at Children’s 
Hospital, Philadelphia; Oct. 6, in 
Merion, Pa. 


Dr. Edward Zeh Hawkes, 94, Newark, 
N. J. surgeon; founder of the Surgeons 
Club which later became the American 
College of Surgeons; performed first 
bone graft in New Jersey in 1910; also, 
was among first to use spinal anes- 
thesia; Oct. 6, in Newark. 


Dr. John Strother Gaines, 81, otolar- 
yngologist, professor and surgeon at 
the New York Ophthalmic Hospital for 
30 years; Oct. 8, in New York City. 


Dr. David S. Grice, 48, surgeon, medi- 
cal educator and chairman of the de- 
partment of orthopedic surgery at the 
University of Pennsylvania Graduate 
Hospital; victim of Boston Harbor 
Electra air crash; Oct. 5, in Boston. 


Dr. Paul K. Smith, 52, professor of 


pharmacology at George Washington 
University’s School of Medicine; he 
was a pioneer in the search for drugs 
effective against poliomyelitis; Oct. 6, 
in Washington, D. C. 


Dr. Alfred Kroeber, 84, University 
of California anthropologist, known 
among his colleagues as “the man who 
shaped the science of anthropology”; 
his massive textbook Anthropology is 
the authoritative work in the field; of 
a heart attack; Oct. 5, in Paris. 


Dr. Edward W. Peterson, 87, retired 
professor of surgery and chief surgeon 
of babies’ wards at New York Post- 
Graduate School of Medicine and 
Hospital; he had served on the staff 
for 50 years; Oct. 2, in New York City. 


Dr. Russell D. Herrold, 70, professor 
emeritus of urology at the University 
of Illinois College of Medicine and 
member of the research staff of the 
John McCormick Institute for Infec- 
tious Diseases, Chicago; Sept. 29, in 
Chicago. 
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MEETINGS 


Nov. Int'l Symposium on Otosclero- 


sis, Detroit 
Nev. 14-18 American Occupational Ther- 
. 15-19 


apy Assoc., Los Angeles 
16-18 


SFSFFFFE 


Puerto Rico Medical Assoc., 
Santurce, P. R. 
Int'l oe ar von on the Etiol- 
Myocardial Infarction, 
Detroit 
16-18 Southeastern States Cancer 
Seminar, Orlando, Florida 
17-20 Southern Thoracic Surgical As- 
soc., Nassau 
17-19 Symposium ‘ ry ¢ of Endo- 
crine Organs,” 
18-19 American Medical Wonters’ As- 
soc., Chicago 
25-26 Seminar on Kidney Disease, 
Richmond, Va. 
27 Latin American Con of 
Neurology, Santiago, Chile 
27 2nd Nat'l Conf. on Medical 
Aspects of Sports, Wash., D. C. 
28- American Medical Association, 
Dec. 2 a. Clinical Meeting, Wash., 
UPCOMING 
Dec. 1-2 Conf. on Graduate Medical 
Education “Educational Prob- 
lems in Internship and Resi- 
dency,” Univ. of Pa., Phila. 
Dec. 26-31 American Assoc. for Advance- 
ment of Science, N. Y. C. 
Jan. 23-26 American College of Surgeons, 
Mexico City 
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Morris Fishbein, M.D. 


EDITORIAL 





IS THERE A ‘CRISIS 
IN AMERICAN MEDICINE?’ 


A special supplement entitled ““The 

Crisis in American Medicine” 
appeared in the October issue of Har- 
per’s magazine. The editor obviously 
chose as authors men who would ex- 
press a known point of view as estab- 
lished by their previous writings in 
the fields concerned. As a result, Har- 
per’s presented a partial point of view 
of its own, rather than a scientific 
presentation, of the arguments for and 
against a wide range of medical sub- 
jects. 

The foreword to the supplement is 
in itself a demonstration of the man- 
ner in which this series of articles is 
pointed. Here the editor asks rhetori- 
cal questions. For instance: “Why 
are we up against a critical shortage 
of doctors—with no plans to fill the 
gap?” Actually, everyone recognizes 
the fact that many more medical 
schools are needed. First, because of 
an explosion of population and sec- 
ond, because of the desire of the 
American people for more and better 
medical care. This is perhaps a result 
of the great public health education 
campaign that was begun about 40 
years ago and which has now reached 
its full flower. Surely the editor of 
Harper’s could have found out the 
plans which are already under way 
in at least a half dozen places for new 
medical schools—notably, in Arizona; 
Maine; New Hampshire; Connecticut; 
Toledo, Ohio; San Diego, California. 

He asks next: “Why is the old- 
fashioned family doctor in danger of 
becoming extinct?” Since the Ameri- 
can Academy of General Practice has 
a membership of something around 
30,000, the family doctor is hardly 
in danger of becoming extinct. 

His next question is: “Why—in 
spite of their soaring charges—are 
hospitals on the verge of bankruptcy?” 
This charge is, of course, preposter- 
ous. Instead of hospitals being on the 
point of bankruptcy, American com- 
munities have built, since 1947, about 
150 new hospitals each year with Hill- 
Burton funds, matched by funds sup- 


plied from the community itself. 

The editor then asks: “How dj 
both political parties become com 
vinced that the Government will ha 
to do something about the rising cost 
of medical care for old people?” 
answer is that it is the result of im 
numerable studies and investigations 
made by the medical profession 
through various organizations. They 
have established the simple facts that 
old people require medical services 
two to three times as often as do peo 
ple in general; that the percentage of 
old people in the population has riseg 
from some 3 per cent in 1910 to about 
10 per cent in 1960. 


Dissatisfaction Begins at Home 

Early in his foreword the editor 
says “millions of people are bitterl 
dissatisfied with the medical care the 
are getting.” I have no doubt that mi 
lions of men are dissatisfied to so 
degree with the conduct of their wivesj 
and similarly millions of wives are di 
satisfied with some of the conduct of 
their husbands. I have no doubt thaf 
more millions of mothers and fathers 
are dissatisfied to some degree with 
their children’s behavior. However, na 
one has suggested that the husband 
destroy the wives or vice versa, or that 
fathers and mothers destroy their chil 
dren. 

Perhaps my analogy is stretched @ 
little thin. What American medicing 
needs is not the creation of more di 
satisfaction, as seems to be the task 
to which the editor of Harper’s hag 
set himself. What is needed is an hon4 
est, unbiased, unprejudiced survey @ 
just what needs are not being satisfied 
and then finding some means to také 
care of the situation without destroy 
ing those factors in American medica 
practice that have made it, what the 
editor of Harper’s frankly admits, “the 
best in the world.” 


Nuri Fade: 


MEDICAL WORLD N 





igations 
»fession 

They 
cts that 
Services 
do peo 
itage of 
las riseml 


to s 
ir wives) 


medicine 
nore dis 
the task 
yer’s hag 
an hon 





